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INTRODUCTION 


THROUGHOUT history doctors have been attacked on the 
grounds that they pretended to be cleverer than they were. The 
profession has had a ready answer to this by pointing out that 
its behaviour was conditioned by the demands of the patients. 
The ‘doctor—patient relationship’, that sacred phrase with such 
powerful emotional overtones, is in part the product of the 
energy that has gone into the task of comforting people who 
were ill, frightened and anxious to be convinced that words, 
herbs or spells and other nostrums would cure them. 

The human race surrounded medicine with magic because of 
its crying need, and one of the first lessons a doctor learns is that 
he’s indispensable. His critics may have been right when they 
said that most of his science was bluff, but he was, after all, only 
meeting the demand as best he could. By convincing patients | 
that his magic would work, he was helping to provide 
a cure: the physical effects of comfort and reassurance are 
badly understood but undeniable. But whereas in the past the 
doctor was needed for what he was, today he is needed, more 
and more, for what he does. The profession no longer needs to 
pretend: it really can cure and alleviate on a wide and pre- 
dictable scale. Medicine still has large elements of confidence- 
trickery (and probably always will), but its basis is increasingly 
scientific. 

Now that medicine is so much more efficient, the criticism of 
doctors has shifted, and instead of being concerned with their 
craftiness in the face of ignorance it is more interested in their 
technical performance in the light of knowledge. What should the 
profession be like, now that it is really effective? Inevitably 
many doctors see the future of medicine as being like the past, 
only better. Yet there are signs of certain fundamental changes, 
in the way doctors act and relate to society as a whole, which 
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represent a sharp break with the past. Medicine is undergoing a 
revolution and so, perhaps, is our view of them and their view 
of us. This report on the medical profession in Britain is written 
at a time when it is in the middle of changes that will make it a 
very different profession by the end of the century. 

The patient is beginning to see himself as a consumer who has 
a right to ask questions, not merely as a supplicant who must 
accept what he is offered as charity. Much of the anger in 
general practice in the last few years has been produced by the 
public’s growing reluctance to be awed by its doctors. The 
situation tends to be reported in terms of naughty patients who 
call out their GPs to prescribe cotton-wool at 3 a.m., but it’s 
really part of the movement towards a type of medicine which 
encourages people to make demands instead of trying to make 
them feel guilty if they ask for too much. In fairness to doctors, 
the National Health Service is only just beginning to provide 
suitable conditions for this to happen. The medical profession’s 
ingrained conservatism has been at fault, but so has the State’s 
reluctance to spend money on general practice. 

Medical care in future is likely to emphasize prevention by 
looking for illness in its early stages; screening for cervical 
cancer in women is an obvious instance, but the range of condi- 
tions is much wider, from diabetes to mental ill-health. GPs will 
be pushed into coping with problems that seem more social than 
medical: retirement, old age, loneliness. Until they get used to 
it, they won’t like this any more than they will like preventive 
medicine: doctors are easily bored by patients who are not 
positively ill. They like to say that they always have been 
concerned with ‘the complete man’, and one of their regular 
accusations against the Health Service is that it has stopped 
them behaving as they did in the golden age of medicine, when, 
apparently, there was time to be good and wise, and attend to 
all needs. This utopia is largely a fiction, and in as much as it 
ever existed it was available only to a minority of patients. But 
a future Health Service, properly financed, may be able to 
offer something like it. 

At present, both in hospital and in general practice, the 
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patient is all too likely to be seen as someone who has a cough or 
a pain, which is the doctor’s concern, and an unsatisfactory way 
of life, which is his own concern. The arguments over abortion 
reflect this division. Many gynaecologists refuse to consider 
what lies behind the woman’s request. They reserve the right 
to decide on what they call ‘medical’ grounds, and refuse to 
extend these grounds to recognize that, say, the woman already 
has six children, or that her husband’s income is too small to 
support another child. A whole world of behaviour was summed 
up by the consultant, writing about abortion in a medical 
newspaper, who declared that ‘it is not our duty or business, 
as doctors, to rescue our patients from the consequences of 
promiscuity and self-indulgence’, adding magnanimously that 
‘we will always assist them when they are ill as a result of their 
own misguided efforts’. 

One day the duty or business of doctors will be interpreted 
more charitably, just as one day patients will not run the present 
risk of being pushed around by hospitals — kept waiting, ticked 
off, left in doubt, and generally treated as though they were 
somehow an impediment to the otherwise smooth running of 
the institution. Now that doctors are not so dependent on magical 
qualities, perhaps they will become less authoritarian and less 
aloof from their patients. At the same time, they must be pre- 
pared to have their standard of performance judged more criti- 
cally than in the past: the idea that a doctor is some kind of 
rare creature, beyond censure except in extreme circumstances, 1s 
being eroded all the time. 

But whatever happens, we shall continue to find them indis- 
pensable, and to take a close and sometimes morbid interest in 
all they do. Coloured, no doubt, by my own creeping hypo- 
chondria, this is an outsider’s view of British doctors as they are 
in the 1960s. 


CHAPTER ONE 
MEN APART? 


It is the lot of the medical man to be a target for snipers of divers 
kinds, who strive to show that he is no different from those in other 
walks of life, and that, therefore, he should be regarded as no more 
important than any other cog in a large and clumsy machine. But 
there is a difference. The many years of study of a wide range of 
subjects; the familiarity with pain-marred life and hard-fought 
death; the desperate responsibility of a very lonely position; all go 
towards establishing an inescapable mystique. 

— Leading article in Medical News, 

1964 


DocTORs in Britain are a slow and cautious profession, living 
through violent changes but keeping their traditions in one 
piece. They expect to be respected, and after spending a day asa 
reporter at a hospital, wearing a white coat and being mistaken 
for a doctor by nurses and patients, you have an inkling of how 
agreeable it must be to find deference on tap. It takes five or six 
years for a student to qualify and he costs the country £7,500; the 
ambitious man then spends half a lifetime or more picking his 
way up the narrowing pyramid. A careers guide published by 
the principle professional body, the British Medical Association, 
says that ‘the reward for the doctor’s labours is an intellectual 
and emotional satisfaction which few other professions share.’ It 
adds hopefully that social status, a lot of money and the power of 
life and death are not the right motives. The guide manages not 
to talk about ‘dedication’ —a suspect word, though it sums up 
the quality that many of them have. What comforts people the 
most is a mixture of confidence and kindliness that is as likely to 
be found in a provincial GP as in a London consultant. 
Occasionally doctors concede that the profession makes too 
much of its professional manner. Psychiatrists, who are still 
thought of as being odd, ineffectual or both by many of their 
colleagues, are the readiest to criticize doctor-like behaviour: 
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the state of being different, of feeling oneself to be a healer — 
‘where his word is never questioned,’ wrote a psychiatrist, ‘and 
his instructions are never doubted for an instant.’ This is the 
frame of mind, said another psychiatrist, in which it never 
occurs to the doctor that his patient may find it difficult to be 
normal and coherent when he has taken off his clothes — ‘when 
he’s feeling like a serf.’ 

It comes naturally to doctors. They have a solemn medical 
tone of voice, an absence of accent, a way of pronouncing words. 
They say ‘abdomen’, which is correct, where the uninitiated say 
‘abdomen’. They talk about ‘the future of medicine’ in a re- 
sounding way, as few architects or lawyers or accountants would 
talk about the future of architecture or law or accountancy. 
They like to feel different. Twice, when a patient had left the 
examination room, consultants turned to me and said: “Tragic, 
tragic’, about symptoms that the patients hadn’t realized were 
serious; doctors are always aware that they are in the tragedy 
business. 

Even their funny stories make them sound different, especially 
when they tell them, as they often do, in the medical journals. 
Just as it would be natural for schoolmasters to make jokes about 
chalk and arithmetic, so presumably it is natural for doctors to 
make jokes about lavatories and contraceptives. ‘I am now work- 
ing on perfecting a contraceptive toothpaste,’ wrote a wag in 
Medical News, a weekly doctors’ newspaper. ‘... All that re- 
mains is to add fluoride and advertise under the banner — 
“Ladies, use FLUANOVDENT toothpaste and play safe at both 
ends at once.”’ A Christmas edition of the same newspaper, 
listing joke programmes for a ‘medical television service’, in- 
cluded such hilarities as ‘Mrs Dale’s Logorrhoea. Our running 
serial. Produced by Lewis Bowels’. The British Medical fournal 
Yan a serious correspondence on ‘The Disappearing Chamber- 
pot’ in 1964, but managed to add a couple of chamber-pot jokes 
of its own. Individual doctors may be prudish but the profession 
as a whole reserves the right to be earthy. The Daily Mirror has 
reported how a thirty-eight-year-old painter opened the wrong 
door at Guy’s Hospital and found himself in a room where one 
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wall was ‘covered with carvings done by medical students over 
the last seventy years.’ The painter thought they were ‘the most 
disgusting things I’ve ever seen in my life’, and was said to be 
writing to the hospital and the Ministry of Health. Guy’s des- 
cribed the carvings (‘done in some anatomical detail’) as ‘a 
tradition’. 

Doctors like to present a solid front to laymen. They don’t 
want to be diluted, and the profession is always shaking its head 
over medical students and saying the quality is not what it used 
to be. In its evidence to the Pilkington Commission, the Royal 
College of Surgeons talked about the need to maintain a nucleus 
of ‘students from cultured homes’ who had been ‘brought up to 
look upon medicine primarily as a vocation’. Medicine, said the 
Surgeons, in a written statement that a witness later agreed was 
meant to be scathing, would ‘lose immeasurably if the propor- 
tion of such students in the future were to be reduced in favour 
of precocious children who qualify for subsidies from Local 
Authorities and the State purely on examination results’. 

Medicine sometimes gives the layman the odd feeling that it 
exists chiefly for itself, and not, as the profession insists and he 
would like to believe, for the public benefit. It 1s an enormous, 
self-sufficient organization with (in Britain) 65,000 to 70,000 
members, most of them in one of these categories: general 
practitioners (24,000), consultants (8,000), other hospital staff 
(14,000), public health (3,000), research and teaching (2,000), 
Armed Forces (2,000), industry (1,000), wholly or partly retired 
(9,000). The figures are approximate, and no two sets ever seem 
to agree; doctors may do more than one job (for instance, some 
GPs have hospital sessions, and many university teachers are 
also consultants). All share the profession’s private codes, 
quarrels and customs. A few hundred doctors in London, all 
members of royal colleges of medicine, control most of the 
important hospital appointments, advise the Ministry of Health 
officially and unofficially, and form a group that it can be fatal 
for the rising young physician or surgeon to offend. 

Freemasonry is said to flourish among top doctors, and a non- 
Mason surgeon at a teaching hospital assured me that ‘no one 
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would become surgeon to the Queen unless he was a Mason. It’s 
very difficult for a consultant to get to the top if he isn’t one.’ (At 
the Royal Masonic Hospital, where Sir Arthur Porritt, Sergeant 
Surgeon to the Queen, is the senior surgeon, an official said he 
was sure that wasn’t true.) More important than any formal 
organization is the informal community based on the three royal 
colleges (Physicians, Surgeons, Obstetricians, in that order of 
seniority) and the twelve London undergraduate teaching 
hospitals. The British Medical Association belongs to this com- 
munity, but is more of a professional dogsbody — it negotiates 
direct with the Ministry of Health on matters affecting the GP’s 
pay and status, but only indirectly on consultant matters. When 
a doctor qualifies and goes into general practice, he leaves that 
world behind, apart from his probable membership of the 
B.M.A., and becomes, occasionally because it suits his nature 
but usually because he lacks the ability to do better, a doctor of 
routine — isolated from the glitter, the knowledge and the chance 
of a five-figure income. The doctor who stays to climb remains 
in the hands of his seniors, to whom he must be polite and even 
sycophantic, while he works away at his teaching hospital, per- 
haps through his thirties and into his forties, applying for a 
succession of consultant posts and trying not to become embit- 
tered when his sheaves of applications fail to displace the candi- 
date who may already have been chosen by the committee, 
before the job was advertised. 

This central sphere of medicine has the merits and defects of 
any professional rat-race, except that a noticeable idealism exists 
among hospital doctors, especially the young ones; if this were 
not so, then even the hope of eventual promotion might fail to 
keep them going. The cleverest, the smoothest and the richest 
are here. There are number-plates with the owners’ initials. 
There have even been quarrels about the order in which the 
names of consultants are painted on the In and Out board in the 
hospital entrance-hall. A starchy institution like the Royal Hos- 
pital of St Bartholomew still advertises for ‘medically qualified 
gentlemen’. There is much protocol. An obituary in the weekly 
Lancet of a surgeon, Sir Henry Souttar, described how, in 1925, 
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he performed a pioneering operation on the heart of a fifteen- 
year-old girl at the London Hospital. It was twenty-two years 
before the operation, to dilate the mitral valve, was repeated. 
Improvements in anaesthesia and blood-transfusion were to 
come, and Souttar, said the obituary, was before his time. 
But there was a suggestion of other things. The atmosphere 
surrounding this type of surgery at the time was one of 
‘distrust and doubt. . . . Unfortunately Souttar contributed to 
[this] because, instead of working in collaboration with cardio- 
logists, he had received his patient direct from a general practi- 
tioner. He was never asked to aperate on another mitral case 
and the surgery of mitral stenosis lapsed for another quarter 
of a century.’ 

The fiercest guardians of medical tradition, and the core of 
the medical establishment, are the royal colleges in London. All 
doctors may be men apart, but the royal colleges revel in the 
sense of apartness, and especially the Royal College of Physi- 
cians, which is even more aloof than the Bank of England. It 
publishes as little about itself as it can. A handful of the 
thousand Fellows of the college manage its affairs, though a few 
hundred go along to meet formally several times a year in 
‘Comitia’. They vote annually to elect new Fellows from among 
those who have already passed the examination to become 
Members — canvassed by letter and telephone, and over drinks 
in clubs and dining-rooms, in the previous months. Doctors 
laugh at the college’s air of self-importance, at the solemnity of 
the Fellows’ meetings, with gowned figures and mace. (“There’s 
always a hush when Comiitia starts,’ said a college official.) You 
hear people making jokes about whether it’s worth the £50 to be 
admitted as a Fellow, but when the time comes they are only too 
glad to pay up. 

The college, the oldest medical society in England, was 
founded in 1518 by King Henry VIII as a safeguard against 
quackery, and until the nineteenth century was the unchal- 
lenged voice of English medicine. It called itself ‘Royal’ but had 
no legal authority to the title until an Act of 1960. In 1964 it 
moved to its fifth home, a lush building costing about £750,000 
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on the edge of Regent’s Park, richly fitted out with plate glass, 
mosaics and oak-panelling. The college says that its chief 
interest is ‘the maintenance of a high standard of medical prac- 
tice’, and takes the high-sounding attitude that (in the words of a 
Fellow) ‘we do not like politics. We do not like anything to do 
with finance.’ Its main function is to examine medical students 
and doctors, and in conjunction with the Royal College of 
Surgeons it awards one of the basic medical diplomas, the 
Conjoint. 

Medical qualifications in Britain almost constitute a specialty 
of their own. Anyone can call himself Doctor and even practise 
medicine without being qualified; medical certificates signed by 
herbalists and nature-curers are thoughtfully accepted by 
National Insurance officials, in recognition of the individual’s 
right to be treated by whoever he pleases. But the non-qualified 
doctor cannot sign a death certificate, prescribe dangerous drugs 
or work within the Health Service, and he runs the risk of 
prosecution for manslaughter if a patient dies. To become a 
proper doctor his name must be on the Medical Register, and 
the way to get it there is by earning a registrable qualification. 
This may be awarded by a university, and has two sets of 
initials, M.B. for the ‘physician’ part and Ch.B., B.S. or B.Ch. for 
the ‘surgeon’ part. The Conjoint examination is an alternative 
way in for the student. If he is successful, the College of 
Surgeons makes him a member, the Physicians make him a 
licentiate, and the new doctor emerges (having paid fees of forty 
guineas) with the imposing letters ‘M.R.C.S., L.R.C.P.’. These 
are no better than the more modest-sounding ‘M.B., B.S.’ and 
some medical educationists say they are worse, in addition to 
which the system of double examinations upsets teaching pro- 
grammes. But it suits the students, who frequently end up with 
two pairs of letters, an imposing M.R.C.S., L.R.C.P., M.B., B.S.; 
and it suits the two royal colleges, whose profit on the Conjoint 
in a recent year, after paying expenses that included £17,000 
in examiners’ fees, was more than £16,000. 

In a different category is the Physicians’ higher diploma, the 
Membership. This is the one that breaks the hearts of doctors 
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who need it to become consultants, and fail the papers, some- 
times, year after year, until they abandon hope and go into 
general practice, or emigrate. It is almost impossible to become a 
consultant physician in Britain without the M.R.C.P.; the pass- 
rate is about ten per cent, and the diploma has a high standing in 
many countries, so that large numbers of foreigners come to take 
it. Private coaching and correspondence courses are in demand, 
and one London doctor, M. H. Pappworth, hires a room at the 
Seymour Hall and lectures to an audience of fifty or sixty candi- 
dates. A notice on the pavement says ‘M.R.C.P. This Way’, and 
the session, when it gets under way, has a certain hilarity; you 
can see the wits being sharpened, ready to attack the citadel. 
The tuition, spread over some months, includes advice on how 
to behave at the clinical, the part of the Membership where 
patients have to be diagnosed and the cases discussed with an 
examiner. When a clinical is being held for the Membership, 
one or two wards in whichever teaching hospital is acting as host 
are closed, to the disgust of young doctors whose routine is 
disrupted, and volunteer outpatients or ex-patients are brought 
in and put to bed. They receive 7s. 6d. a time, plus expenses, and 
are said to enjoy meeting friends and being centres of attraction; 
a small select band of old faithfuls regularly offer their chests 
and skins for inspection at clinicals. Beds are sometimes 
switched in the middle of an exam, to confuse candidates who 
might get to know which disease was which. 

Pappworth is a unique character (mentioned again in Chapter 
Nine, as the arch-opponent of experiments on patients) who for 
twelve years has prepared nearly 300 candidates annually for the 
Membership. He and the Royal College of Physicians, of which 
he is a Member but not a Fellow, are not very friendly. Ironical- 
ly, a quarter of the 5,000 Members and Fellows of the college have 
been pupils of his. Advice at the Seymour Hall is to the point. ‘A 
lot of you are obsessed with what hospital you’ll go to,’ says 
Pappworth, “but wherever you go, you’ll see a lot of people with 
big hearts, enlarged spleen, bone disease and common ali- 
mentary disorders. It’s not worth using any sleight of hand to try 
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and find out who the examiners are. It’s better not to know in 
case you get jittery at the famous names... . 

‘First, you must ask the registrar how long you’ve got. You 
should get forty-five minutes for the ‘long’ case. If you get less 
you have a justifiable complaint, but you must, of course, put it 
in a very polite form to the examiner — “Excuse me, sir, I was 
told I’d get forty-five minutes.” 

“You must get on good terms with your patient. You want this 
patient to help you, after all —it is a war, it is a battle. You want 
to introduce yourself — “I’m Dr X, and I come from Australia.” 
You mustn’t let the patient give his history in his own time, or 
you'll be there till the next Membership exam. ... After you’ve 
taken a history and examined him, you ask, “What is the diag- 
nosis?” If he says, “Lupus erythematosus”, he’s not likely to 
have made it up.’ 

A row of mixed whites and Indians listen alertly; an Aus- 
tralian tilts back his chair; a woman with a chubby face writes in 
a notebook. They are in their late twenties or early thirties, 
having qualified in medicine five to ten years before. The British 
doctors, if they had gone into general practice, might have been 
earning £4,000 a year or more, instead of less than half that 
amount; people would have been calling them sir. But the 
rewards that lie beyond the Membership can be glittering — not 
immediately beyond, as registrars note wearily, but somewhere 
in the middle distance if one is lucky. So the lecturer’s advice on 
how to succeed is worth paying for. There has been a lot of 
detailed clinical instruction; now come the refinements. Don’t, 
suggests Pappworth, talk with hands in pockets. Beware of slang 
(“That’s a hell of a mess, sir’). And don’t say “This patient is 
suffering from’, lest it invite the ancient rebuke: ‘Doctor, my 
patients don’t suffer.’ 

About 5,200 doctors (1,100 of them living abroad) have their 
London Membership, and many of them will also hold a uni- 
versity doctorate in medicine — M.D. (London) or a provincial 
equivalent — and so be technically entitled to the ‘Dr’ that is ~ 
otherwise no more than a courtesy title. Two further varieties of 
Membership are granted,.by the Royal College of Physicians of 
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Edinburgh and the Royal College of Physicians and Surgeons of 
Glasgow, both of them alleged (in London, of course) to be not 
up to the London standard. Advertisements of consultant posts 
at hospitals sometimes specify that candidates must be M.R.C.P. 
(Lond.), and not (Ed.), and London teaching hospitals usually 
prefer London qualifications. 

Other learned aspects of the Royal College of Physicians 
include lectures, scholarships and the setting up of committees 
to report on clinical topics. It also has a political side, despite the 
prim denials. As a college it tries to be aloof, but it sends its 
representatives to negotiate on pay and other matters with the 
Ministry of Health, by nominating members to the Joint Con- 
sultants’ Committee. In everything affecting medicine, the active 
Fellows form a powerful caucus. The college’s president, elected 
annually but inclined to keep coming back for re-election, is 
frequently made a baronet. 

The next institution in order of precedence is the Royal 
College of Surgeons, which is nearly as venerable, bestows a 
similar clutch of diplomas, and has its covertly political aspect. 
The Surgeons are comparatively unstuffy, and their annual 
report carries advertisements (catgut, swabs, penicillin) as well 
as photographs. The difference between the colleges is the 
difference between the specialties. ‘Physicians’, wrote one of the 
most eminent, Sir Robert Platt (1963), ‘are different from 
surgeons. ... Surgeons, I suspect, see themselves in a setting of 
glamour, conquering disease by the bold strokes of sheer 
technical skill. Physicians quietly remember that they were 
educated gentlemen, centuries ago, when surgeons and apothe- 
caries were tradesmen. They see themselves as the traditional 
thinkers of the profession. ...’ 

Surgeons are used to these snubs, which are worse in private. 
‘So long as he’s a good carpenter, no one minds what he is,’ said 
a physician. ‘It’s like opening a bottle,’ said another. Surgeons 
are apostrophized as simple souls, men of action who look for 
straightforward solutions. ‘They’re not full of doubts, like you 
and me,’ said another physician. ‘If they take to you, they’re 
warm-hearted people. They make your wife welcome, whereas 
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at the Royal College of Physicians they’re cold, they are not 
welcoming. I can talk about my ideas there, but they don’t show 
enthusiasm for getting things done.’ Surgeons can earn a good 
deal more than physicians. The most successful physician is 
unlikely to command more than ten or fifteen guineas for an 
hour’s consultation, whereas a successful surgeon may make 
hundreds of pounds for a few hours’ concentrated work in the 
operating theatre. No doubt this affects the way physicians feel 
about surgeons. 

The Surgeons were not a Royal College until 1800; before that 
they were the Company of Surgeons of London, and before that 
again the Barber-Surgeons, whose mechanical skills were so 
despised by the physicians. They were not allowed to have 
medical degrees and they are still called ‘Mr’, not ‘Dr’, a distinc- 
tion which they now take delight in maintaining. The head- 
quarters in Lincoln’s Inn Fields has a dark, colonnaded exterior, 
but an air of everyday activity that is absent from the College of 
Physicians. There are postgraduate courses and research labora- 
tories. The Surgeons have a Court of Patrons, with such 
members as Lord Kindersley, the banker, and Sir Isaac Wolf- 
son. The late Lord Marks and Lord Nuffield were Patrons, both 
honorary Fellows of the college, which has been widely criti- 
cized in the profession for showing unseemly enthusiasm about 
its fund-raising. The late Sir Archibald McIndoe, the brash and 
ambitious plastic surgeon who had his eye on the presidency of 
the college, was the power behind the Surgeons’ national appeal 
when it was launched in 1959. The British Medical fournal, in 
an editorial headed “Top Surgeons’, was soon attacking cocktail- 
drinking among the skeletons (the guests included the cast of 
television’s ‘Emergency Ward 10’) and deploring ‘the present 
series of publicity stunts’ being engineered to help raise 
$3,000,000. But the sacrifice of dignity worked. ‘Lincoln’s Inn 
Fields’, says an interim Progress Report, opposite a photograph 
of the Queen, ‘has become the Mecca for surgeons from all over 
the world. ... The germ of many a new operation for the benefit 
of mankind has been formed in the Common Room of the Royal 
College of Surgeons.’ After seven years the money had been 
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raised, though by this time new demands had arisen, and the 
college went on appealing for more. 

The Fellowship (together with the universities’ Mastership, 
usually written Ch.M. or M.S., and comparable to the M.D.) is 
the higher examination for Surgeons, who lack the Physicians’ 
double-tiered system of Members and Fellows. Surgical Fellow- 
ships are also awarded by sister colleges in Edinburgh, Glasgow 
and Dublin. The proliferation of diplomas in surgery, medicine 
and many sub-specialties is always being attacked. Doctors 
themselves say such fine distinctions are ridiculous, and some 
suggest a plain ‘M.D.’, as in the United States; but this might 
impoverish the royal colleges, which look forward to more 
centuries of overlapping examinations. The Membership costs 
forty guineas to sit in all its stages, and if he passes it, a doctor 
has to pay another thirty guineas (less twenty guineas if he is 
already a Licentiate) before becoming a Member. A letter to the 
British Medical Journal (1964) estimated that ‘in the recent past 
£35,000 per annum was paid to the College [of Physicians] by 
successful and unsuccessful candidates. Is it necessary for such 
a large part of the College’s income to be obtained at the expense 
of candidates, ninety per cent of whom will never use its 
facilities?’ 

No one ever answers these questions, which are part of any 
academic scene, but are given a sharper edge in medicine by the 
opportunities for more sets of letters in everything, provided in 
recent years by the rise of specialization. The crude division of 
doctors into physicians and surgeons is becoming meaningless 
as techniques become interrelated, and new skills such as those 
of biochemists and physicists are brought into everyday use in 
hospitals. This fragmenting of the profession could be an excuse 
for bringing it all within a single academy of medicine, an idea 
that has been canvassed without drawing any response from the 
royal colleges. 

The popular tendency is to form more colleges, which dis- 
pleases both the existing ones and the academy enthusiasts. 
Obstetricians and gynaecologists began the fashion when, after 
much opposition from the two existing colleges, they formed 
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their own in 1929. They set about it in a properly dignified 
manner, inventing (like the Welsh with their National Eistedd- 
fod) a ceremony with robes and other necessaries for admitting 
Fellows and Members, and a coat of arms with moon, sun, Star 
of Bethlehem and the motto Super Ardua. They still feel a trifle 
sheepish about being so young; the Physicians and Surgeons 
prefaced their evidence to the Pilkington Commission with 
potted histories, but the Obstetricians and Gynaecologists left 
out the history and began flatly with the objects of the college. 
They were allowed to call themselves royal from 1938, and given 
a royal charter after the war. This has nothing to do with 
medicine but a lot to do with vanity. The late Sir Wuliam 
Fletcher Shaw, one of the founders of the college, wrote that ‘to 
me personally the change [to “royal”] was almost unbelievable. 
As the President of a Royal College, I found myself received 
with greatly enhanced respect.’ The college claims to have made 
an important contribution to raising standards, and consultants 
in the specialty now need to pass the college’s Membership 
exam (later on they can be elected Fellows, like the Physicians). 
But the Surgeons have been reluctant to hand over the field 
entirely, and as a rule the best consultant posts in obstetrics and 
gynaecology are filled by doctors who are F.R.C.S. as well as 
M.R.C.O.G. 

More colleges and initials have arrived on the scene. The 
Pathologists were the next to leave the nest, forming their 
college in 1962, again against the wishes of the Physicians. 
Pathologists work largely with tissues, chemicals and corpses. 
One of their senior members said they were ‘often people with a 
less attractive manner than either physicians or surgeons. They 
are rather introvert. Some of them are verging on the mentally 
abnormal in that way. They are often gruff people who don’t 
mix with the rest of the hospital staff as well as they might.’ At 
their first annual meeting, someone remarked cheerfully: 
“Which of our patients knows of our work or even existence — 
at any rate in time to make a suitable bequest?’ 

The Pathologists have, naturally, gone in for a coat of 
arms — snake, book and staff of Aesculapius. ‘The red wavy line 
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represents an eosinophilic collagen fibril and thus histopatho- 
logy,’ says their handbook; ‘for reasons of symmetry, two red 
circles are taken to represent a red blood cell and haematology, 
balanced by an heraldic gram-negative coccus for medical 
microbiology.’ The original Memberships and Fellowships were 
handed out to those who seemed fit to receive them, on payment 
of £50 and £70 respectively (“We didn’t’, said a Fellow, ‘want to 
undercut the market, as you might say’). Now examinations have 
started, and M.C.Path. and F.C.Path. have taken their place 
with the other qualifications (‘I agree they’re not degrees,” said 
the Fellow, ‘but we don’t want them called diplomas’). The next 
move will be to have it made a royal college, perhaps after a 
member of the Royal Family has been persuaded to become a 
patron; but this upgrading, it is dismally thought, may have to 
wait another five or ten years. 

The psychiatrists, who were the next to want to leave, were 
luckier in this respect —they already had the Royal Medico- 
Psychological Association with a royal charter dating from 1926, 
and they were able to vote (in 1964) to change the name to the 
Royal College of Psychiatrists, and set in train the long process 
of getting the Privy Council to agree to this. Here, as with the 
pathologists, the pressure came not from the seniors of the 
specialty in London, but from the peripheral psychiatrists, who 
wanted their share of glory. Both psychiatrists and pathologists 
have traditionally taken the Membership of the Royal College of 
Physicians as the entry to consultant posts, and there have been 
protracted arguments as to whether the Membership is either 
adequate or necessary for doctors who mean to specialize in 
pathology or psychiatry. 

The pathologists, with 716 consultants in 1962, were a sub- 
stantial loss to the Royal College of Physicians, and the psychia- 
trists, with even more, will weaken it further when they make 
themselves properly independent. To do this, the psychiatrists 
will need to invent a higher qualification of their own, and give it 
a standing comparable to that of the Membership. (The matter 
is even more involved, since higher qualifications in psychiatry 
already exist, all called D.P.M., for ‘Diploma in Psychological 
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Medicine’, but awarded by the University of London, which is 
generally agreed to be the best; by provincial universities, and 
jointly by the Royal Colleges of Physicians and Surgeons.) The 
Physicians tried hard to restrain the psychiatrists, eventually 
offering inducements, as the Surgeons, acting quicker and more 
prudently, had offered inducements to the anaesthetists in 1948. 
The anaesthetists were given a faculty within the college, and a 
splendid row of letters, F.F.A.R.C.S.(Eng.). The Royal College 
of Physicians moved more slowly with the psychiatrists, and it 
wasn’t till later in the wrangle that it offered, in private, to create 
a faculty inside the college, with its own Mastership that would 
rank with the Membership, and the right to choose psychiatrist- 
Fellows. A few years before, the carrot would probably have 
delighted the psychiatrists, but by 1964 it was too late. So there 
are now four London colleges, three of them royal and one 
hoping, and a fifth being created. Paediatricians are thought 
likely to be the sixth. Edinburgh has its Royal College of 
Physicians and another of Surgeons, Glasgow has a combined 
one, and Ireland has one of each. Ireland also has university 
degrees in medicine that count for the Register. 

But the examining body that charms newcomers is the Society 
of Apothecaries of London, formerly part of the Worshipful 
Company of Grocers, with a history that takes it back to the 
medieval traders and craftsmen of the City of London. Most of 
the City guilds have long since ceased to have any practical 
connexion with their crafts, surviving as picturesque, charitable, 
rather snobbish societies. The Apothecaries are still in business. 
When they were shopkeepers they were subordinate to the 
College of Physicians, with whom they had a running fight for 
centuries. They were the poor man’s doctor, though for a long 
time with no official right to diagnose and prescribe, and can 
claim to be the forerunners of today’s general practitioners. 
They went on brewing medicines for their members until as late 
as 1922, when they finally severed their connexion with trade. 
But they still license doctors, who frequently have no qualifica- 
tions other than the Licentiate in Medicine and Surgery of the 
Society of Apothecaries, L.M.S.S.A. 
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The society’s offices, behind Printing House Square and The 
Times, have the air of a museum. ‘In 1632,’ says a handbook 
blandly, ‘the Society purchased its present headquarters in the 
district of Blackfriars. In a narrow cobbled street, over- 
shadowed by a railway viaduct, hundreds of people must pass 
the pair of black wooden doors every day without noticing the 
plates inscribed ‘Society of Apothecaries of London’, now 
almost polished away. Beyond is a courtyard overlooked by 
small-paned windows. The present buildings were begun in 
1668, after the Fire of London, and include a handsome Great 
Hall. There is the inevitable coat of arms, granted 1634, which 
includes ‘Apollo the inventor of physique proper, with his heade 
Radiant....? The Apothecaries are proud of their uniqueness, 
and distinguished consultants can always be found to serve on 
the Court of Assistants that governs them; but many doctors 
regard the society as an anomaly, to say the least. An official of 
the society said that although ‘there used to be an impression 
that it was a back-door to medicine’, this had now died out. The 
diploma used to be sneered at as ‘the Blackfriars M.D.’, he said, 
but the examination was now stiffer. It is held monthly, more 
often than any other British medical examination, and about 150 
a year take the papers in medicine, surgery, pathology and mid- 
wifery. Hundreds of British doctors, perhaps more than a 
thousand, have the society’s licence, as well as a large number of 
foreign doctors (the society says it doesn’t know how many there 
are). 

Apothecaries have another finger on the levers with the 
Apothecaries’ Hall of Dublin, a small body that examines final 
candidates from British and foreign medical schools, and grants 
a licence — L.A.H. Dubl., which is a comparatively rare qualifica- 
tion. But as with all the medical diplomas, the right to award it is 
jealously defended. 


In a way, the picture of a society run by traditionalists, led by 
the London consultant-autocrats, is already out of date. As 
medicine becomes more technological, new alignments and 
centres of power come about. Research becomes fashionable as 
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well as necessary. The autonomous Medical Research Council, 
now spending £12,000,000 a year of Government money, is 
increasingly influential; the private foundations (especially 
Nuffield, Wellcome and Wolfson) have their own network of 
contacts and advisers. The more demanding medicine becomes, 
the more importance attaches to the whole-time doctor. Profes- 
sorial units at London teaching hospitals, though sometimes 
disliked and snubbed by the traditional part-time consultants 
who spend half their lives seeing private patients in Harley 
Street, are expanding; they (and much research) are financed by 
the University of London, which in turn obtains its money from 
the University Grants Committee. 

Outside London, teaching hospitals are already run directly 
by their universities; the title of Professor, which at some 
London hospitals can be a doubtful distinction, is the coveted 
one. The main exception in London is the Postgraduate Medical 
School at Hammersmith, a centre of research and advanced 
medicine, financed by the University of London. It is largely 
staffed by full-time professors and lecturers, and you hear con- 
temptuous remarks about part-timers and ‘Harley Street 
medicine’. The royal colleges themselves are beginning to 
change, as the new men push their way up into the hierarchy. 

There are signs of change at the Ministry of Health — tradi- 
tionally a weak Ministry, nervous of offending the profession, 
able to bare its teeth at the GPs occasionally, but polite and 
kid-gloved with consultants. Some of the influential doctors who 
sit on Ministry committees have no time for the tradition that 
says the medical profession must manage its own affairs without 
interference from bureaucrats. The cost and complexity of 
modern techniques, the need for computers and sophisticated 
apparatus, the demand for doctors to work (whether in hospitals 
Or in general practice) as groups and not individuals, ‘all 
strengthen the case for overseeing medicine. 

The Ministry of Health has been interfering since it was 
founded in 1919. Since the National Health Service began in 
1948, it has had a finger in every medical pie. It now intervenes 
(for instance) not only to decide where and when hospitals shall 
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be built, but to decide where expensive hospital equip- 
ment — heart-lung machines, artificial kidneys — shall be located; 
although here the Ministry still acts discreetly. As the possibili- 
ties increase of saving lives if the money is spent, and as this 
becomes an issue for Press and television, unpalatable decisions, 
weighing lives against expenditure, will have to be made in 
public instead of in private, as in the past. This kind of socio- 
medical issue has already emerged as a popular controversy over 
the supply of artificial-kidney units, and over facilities for 
cervical-cancer tests for women. 

Less dramatic but equally important is what the Ministry is 
doing about general practice — how hard and far it will push GPs 
into increased efficiency. In 1966 it became clear that Ministry 
pressure for a better family-doctor service, in which preventive 
medicine would play a big part, was increasing, and being 
accompanied not by the exhortatory noises of the previous two 
decades, but by a willingness to spend money. Another new 
Ministry function will be to encourage forms of quality control, 
measuring the performance of doctors and establishing more 
exacting standards for those who are second-rate. 

Progress in these directions has been slow, and could hardly 
be anything else. “The Health Service doesn’t know how to 
evolve,’ said a professor of medicine. “The Ministry isn’t in a 
position to initiate. But if I had been there in the last ten years, I 
don’t know what I could have done. The trouble with health 
services all over the world is that doctors don’t realize how 
complicated medicine is.’ 

Doctors are still steeped in conservatism, suspicious of 
change. A medical statistician may be aware that a higher per- 
centage of patients die after their operation in Hospital A than in 
Hospital B, but for the moment the knowledge has little applica- 
tion. And the specific diplomas and unspecific approval that the 
ambitious doctor needs to ensure success, in private practice or 
as a full-time professor, are still disposed of by the royal 
colleges. The registrar, working his way up through the system, 
still needs to be nice to the same faces in the same situations. 
The old autocrats have not yet been displaced by the new. 


CHAPTER TWO 
A ROOM IN HARLEY STREET 


Freddie broke off to light another cigarette, then he smiled 
agreeably, expansively, exhibiting his possibilities as a potential 
partner. ‘You wouldn’t believe the stunts I’ve pulled. D’you know 
my latest? Three guineas a time injections - of sterile water ! 
Patient came in one day for her vaccine. I’d forgotten to order the 
damn thing, so rather than disappoint, pumped in the H,O. She 
came back the next day to say she’d had a better reaction than 
from any of the others. So J went on. And why not ?”- 

-A,. J. Cronin, The Citadel 


THE worst thing about Harley Street, the heart of private medi- 
cine, is supposed to be its roguery, and it’s true that charlatans 
work there, and little rackets flourish. In its favour, the place can 
claim to have hundreds of ‘personal physicians’, concentrated 
within a few streets in a way that is unequalled in the world. 
The real indictment, made by doctors who are not in private 
practice, is subtler: that Harley Street takes the time and 
energy of skilful doctors who are not interested in advancing 
medicine, merely in practising it for as much money as they 
can lay their hands on. 

When the Health Service was introduced in 1948 it looked as 
though private practice in London was finished. Instead, 
London is more of a centre than ever, with patients going there 
from all over the world. A moderately successful London 
surgeon in private practice can earn £500 for a day’s work in the 
operating theatre — less the £100 or so he pays out to assistant 
and anaesthetist. An exceptional one might earn £1,000. He 
won’t do it all the time, partly because his health would fail 
and partly because the bigger his reputation, the more time a 
consultant must spend on committees, at the royal colleges 
and in important houses - even in Buckingham Palace, where 
the royal household has more than a dozen medical advisers, 
most of them Knights, to choose from. Leading surgeons and 
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. physicians take pains to nourish their popularity, and this ex- 
clusive world of a thousand or two consultants and hangers-on 
remains central, talented, wealthy and respected. When in 1964 
the Lancet printed an anonymous article about freelance con- 
sultants, a phrase in the author’s manuscript, ‘about his 
Household business’, appeared as ‘about his private business’: 
some things are beyond a joke. 

Harley Street, which is a principle as much as a place, stands 
for a type of personal medicine that is waning in the profession 
as a whole but flourishing for that reason among those who can 
pay for it. The Harley Street appointment books are as full as 
ever. The street itself, named after Robert Harley, the 
eighteenth-century Earl of Oxford and Baron Wigmore, goes 
south from the Marylebone Road, with the second-best address, 
Devonshire Place and Wimpole Street, running parallel, a 
hundred yards to the west. North-south streets are smarter 
than east-west ones. Most of the houses are eighteenth- 
century, tall and well preserved. Commercial occupiers are 
nibbling at the district, and the doctors’ houses, few of which are 
lived in except by caretakers, are a warren of rented rooms. The 
Electricity Board charges users on the commercial tariff, not the 
domestic one (the estate agent who told me sounded regretful. It 
was like smoking cigarettes in the waiting-rooms, which would 
once have been unthinkable. ‘Now,’ he said, ‘you put in ashtrays 
and hope they won’t screw fags out on the carpets. The class of 
doctor has changed, and so has the class of patient’). 

On the south and west of the area are mews that have had a 
reputation for harbouring the odd spot of vice. Prostitutes 
occasionally solicit along the pavements in the afternoons. 
Stephen Ward, the osteopath and friend of Christine Keeler, 
had rooms in a house in Devonshire Street before he killed 
himself in 1963; a highly respectable physician has them now. 
Parking wardens watch for doctors’ secretaries, slipping out to 
feed the meters, and all day cars can be seen driving slowly 
round the blocks, the drivers peering desperately for somewhere 
to park. But despite the cars and encroachments, the area still 
has a solidly residential look. 
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Harley Street itself has 850 doctors crammed into its 150 
houses (the Medical Directory thoughtfully lists them every 
year), and another thousand or more are in the adjoining streets. 
Sometimes as many as fifteen or twenty names can be read off 
the small metal plates screwed to one front door. The district 
first became popular with the profession in the nineteenth cen- 
tury because it was convenient for the railway stations along the 
Euston Road that brought patients from the provinces. But the 
real concentration of doctors has come about in the last sixty 
years. Consultants grumble about the difficulties of parking 
there, and often admit it would be more sensible to have their 
private rooms elsewhere —the obvious place would be at hos- 
pitals, where they may have patients in the private wings, and 
where surgeons do much of their private operating. Eventually, 
most private consulting will probably take place in hospital. A 
few doctors have already attempted it, only to come up against 
patients’ prejudices. Patients believe in Harley Street; even 
Kensington and Hampstead lack its special appeal. Harley 
Street men have to put up with the inconvenience, just as their 
secretaries have to put up with imperious patients on the tele- 
phone, who assume they are buying the right to say what they 
please. Good Harley Street doctors have equipment on the spot; 
there may be a radiologist and an X-ray machine in the base- 
ment, and consultants can cope with tests and examinations for 
which the GP would need to refer his patients to hospital. But 
as medicine becomes more elaborate, the increasing need for 
gadgetry and team-work are helping to isolate Harley Street. 

Estate agents approve of the fine distinctions between 
properties that help to make the business profitable. It doesn’t 
cost much to start. A year’s rent for an unfurnished consulting- 
room in Harley Street is from £400 to £500; this includes use of 
furnished waiting-room (armchairs, fresh flowers, gas-fire), the 
services from 9.30 a.m. to 6.0 p.m. of a receptionist, and cleaning. 
Front rooms cost more than back ones, which may have a dreary 
outlook. Thicker carpets and smarter receptionists can enhance 
a property but the best asset is a house with a reputation, where 
you can find a lord and a royal doctor or two. A room in Harley 
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Street may cost £100 more to rent than a similar room in a lesser 
street, fifty yards away. Furniture and décor, in waiting- and 
consulting-rooms, vary from smoothly modern to curiously 
antique. A cosmetic surgeon, busy with face-lifting and nose- 
straightening, has a softly lit flat in Harley Street, with cool 
music in the background and signed photographs of pretty 
women. A hundred yards away, a suburban GP who goes in once 
a week to see superior patients uses a huge dusty back room with 
microscopes and buckled furniture. A few daring doctors have 
Playboy and Esquire for patients to read while they wait, but 
Punch and The Lady are more usual. 

The aspiring young consultant of thirty-five or forty, with a 
part-time appointment at a teaching hospital, is unlikely to need 
his rooms for more than a few hours a week. The obvious 
solution is for a succession of consultants to share the same 
quarters, but the main freeholder, the Howard de Walden 
Estate, will not allow it— houses that do allow it are in great 
demand. Otherwise rooms may be empty for days on end; this 
explains what would otherwise be the modest size of the rent, 
which, at £500 or even £600, is barely half what a solicitor or 
accountant would expect to pay for the same room, without the 
service that doctors receive. 

Having taken his room, the consultant hopes he has been nice 
enough to his colleagues to be sent some patients. While he was 
still at hospital, as a registrar anxiously awaiting promotion, he 
needs to have been nice in both directions: to his juniors, who 
may now be in general practice, and to his seniors, the estab- 
lished consultants. ‘The summer’, said a young surgeon, ‘is a 
great time. You don’t take your holidays in the summer.’ There 
are social contacts: ‘I might meet a doctor at golf. He might say, 
“J like the look of that chap — I'll send him a patient.” ’ The 
young Harley Street man may see more than his share of 
patients who can’t really afford the eight-to-ten-guinea consulta- 
tion — referred by GPs (they are often members of GPs’ families) 
who prefer not to send their impoverished patients to leading 
consultants. Some specialties build up more quickly than 
others. ‘Gynaecology and obstetrics is definitely quick,’ said an 
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estate agent. ‘So is ophthalmics, so is hearts. Ear, nose and throat 
isn’t so rapid.’ As the practice grows, the doctor will need a 
second room for a secretary. He then takes a suite at around 
£600 a year; the agent added disapprovingly that a flash-harry 
type of younger man, without seniority or even high qualifica- 
tions, might go in for a suite at the very beginning; but this was 
not approved of, and some doctor-landlords wouldn’t allow it. 

A. J. Cronin and many novelists after him have written 
scathingly of charlatans in Harley Street, and it is as true as ever 
that a fringe of wonder-boys, twirling their stethoscopes and 
dispensing strange injections, surrounds the core of orthodox 
practitioners with important qualifications — typically, Member 
or Fellow of the Royal College of Physicians (M.R.C.P. or 
F.R.C.P.) and Fellow of the Royal College of Surgeons 
(F.R.C.S.). The Harley Street doctor with one of these diplomas 
is probably a true consultant — working partly for the National 
Health Service on the staff of one or more hospitals, partly for 
himself as a private practitioner. He is the part-timer, so called 
to distinguish him from the postwar breed of consultant, still 
comparatively rare, who works full-time in a hospital, and is 
paid a salary by a university or the Health Service. After the true 
consultants come the M.R.C.P.s and F.R.C.P.s who have no 
hospital appointments, and are sometimes known as ‘consul- 
toids’, and after them come the L.R.C.P.s and M.R.C.S.s, whose 
initials look just as good to the innocent layman. In such a 
letter-ridden profession, the less-well-qualified doctor is not 
necessarily second rate. The rewards of Harley Street attract all 
sorts and it may turn out that a man fancies a branch of 
medicine that is tolerated but not endorsed by the rest of the 
profession (homoeopathy, osteopathy), where no higher diploma 
exists apart from the labels awarded by the homoeopaths and 
Osteopaths themselves. The situation among psychiatrists and 
psychoanalysts, who are thick on the ground in Harley Street, is 
even more confusing: some have M.R.C.P.s, some have 
specialist diplomas, some have nothing beyond the letters they 


qualified with, and some are lay analysts without any letters at 
all. 
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In a category of their own are the legal abortionists — or, if the 
phrase sounds too harsh and criminal, the gynaecologists who do 
large numbers of legal abortions. The routine has been per- 
fected by trial and error over several decades, and ensures that 
the surgeon is covered by the certificates of one or two psychia- 
trists, who declare that the woman in question may suffer serious 
damage to her health if her pregnancy is not terminated. The 
risk of suicide, which sounds nicely specific and is unprovable 
either way, provides convenient cover, and many thousands of 
abortions, at fees ranging from about £100 to twice or three 
times as much, are performed annually, usually in suburban 
nursing homes to which the girls have been sent after preli- 
minary visits to the Harley Street area. 

The abortion circuit (described at length in my book about 
abortion in Britain, The Nameless) has elements of the sinister 
and also the ridiculous, and constitutes a small but highly active 
part of Harley Street. Few, if any, of its busiest practitioners are 
on. the staff of teaching hospitals, which affect to know nothing 
of such goings-on — though when a nurse or girl medical student 
finds herself embarrassed by a pregnancy, she may well be sent 
discreetly to one of Harley Street’s willing gynaecologists. At its 
more respectable end, the abortion business shades into the 
work of those gynaecologists (the majority) who will end 
pregnancies on stricter grounds, and who are often careful to 
charge a modest twenty-five to thirty guineas, lest they be con- 
fused with the more willing gentlemen farther down the line. 

What nearly all the Harley Street doctors have in common is 
the ability to get on with people: there are surly doctors in the 
district, but (with the exception of some of the abortionists, 
desperately busy men whose patients are not interested in 
buying a bedside manner), the majority appear sympathetic and 
considerate. They are professional listeners. They may make use 
of the devices of scientific medicine, but first (and sometimes 
last as well) they believe in letting the patient sit and talk — and 
pay. Dr V, a young physician, who had put up his plate less than 
a year before, said that he had thought at one time of taking up 
brain surgery, but felt deterred because there would have been 
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less ‘warmth and satisfaction’ in dealing with grateful patients 
than in the milder climate of general medicine. ‘I get immense 
satisfaction from the gratitude of the patient. It makes one feel 
good, in a purely selfish kind of way. This, to me, is the most 
satisfying thing in medicine. Many doctors are excellent diag- 
nosticians and therapists, and their patients may get better as 
often or more often than they would with me. But they wouldn’t 
be as grateful. I get on well with patients, and a lot of doctors 
don’t.’ 

He described how he used patience successfully with a boy 
who was brought to him in his part-time rooms. ‘Last year he 
had an illness— probably a virus. He has a good GP and a 
conscientious mother. She keeps on asking her son how he is, 
and he keeps on getting headaches. The question was, should we 
get him into hospital, X-ray his head, and do various other tests? 
So I started asking him, is it a persistent pain? Is it like tooth- 
ache? No, it was a tight feeling. I went on and on. It was like a 
tight band across his eyes, which is a thing that people get under 
stress. It wasn’t a pain at all. Words had been taken to mean 
something they shouldn’t mean. It took me three-quarters of an 
hour.’ 

A consultant in private practice acts as though he is waiting 
for each particular patient to come along. I was talking to a 
surgeon when a private patient was announced, and as he 
showed me out through a second door, to wait till he had 
finished, he picked up the tea-tray and left that in the corridor as 
well. “That’s another thing,’ he said; ‘the patients mustn’t know 
the surgeon has tea.” Later, he said: ‘One must never be in a 
hurry. I’ve been in a patient’s house, and the mother would lean 
forward and say, ‘What about the diet?’ It didn’t matter 
tuppence, because if the patient felt ill he wouldn’t eat. But I’d 
sit there — and then, when I got outside, I’d run like hell. The 
surgeon isn’t supposed to have a private life.’ 

A prominent surgeon, Mr (now Sir) Thomas Holmes Sellors, 
told the Pilkington Commission in 1958 that to ‘put it rather 
unofficially ... to put it rather crudely, in an outpatients’ session 
[that is, held under the National Health Service] the patient 
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listens to the doctor, whereas in a private practice the consultant 
listens to the patient.’ A cardiologist, speaking to the Fellowship 
for Freedom in Medicine, a small but noisy group, in 1964, said 
that if he saw a patient privately he gave him an hour, and if he 
saw him in hospital he gave him twenty minutes: socialists, he 
added, might regard this as unfair discrimination, but the 
experience he had gained by being ‘unhurried and meticulous’ 
had made him of more use to his hospital outpatients. 

Harley Street consultants are always on the move — hurrying 
up the road to private clinics, crossing the city to teaching 
hospitals, driving out of London to country nursing homes. 
Established consultants may reach the point where they raise 
their charges — fifteen guineas for a consultation (instead of eight 
or ten), 200 guineas for taking out an appendix (instead of 100) — 
to keep the patients away. ‘I have to fight and fight and fight to 
keep private patients away,’ said an elegant physician. ‘I have a 
temporary secretary who'd been in a bank. She said, “Gee, we’re 
turning business away.” I said, “Gee, we are, and if you book me 
any more [’1l kill you.” ’ 

In theory the consultant is someone who is consulted by 
another doctor. The official Harley Street view is that reputable 
consultants accept patients only from GPs-—in theory an im- 
portant safeguard for the patients, who otherwise may find 
themselves with a consultant in the wrong specialty, whose 
interest in kidneys or hearts is so consuming that he misses 
trouble somewhere else. In practice, a GP is not always so well- 
informed that he can recommend the right consultant: he 1s 
likely to send a patient to old Bloggs because he and old Bloggs 
were students together in 1935. In any case, most consultants are 
perfectly willing to see patients direct, without any reference 
from a GP: Harley Street secretaries will often make appoint- 
ments over the telephone, without hesitating. Busy consultants 
even complain that it’s too easy for patients — in this case, often 
upper-class patients — to get at them, and treat them like family 
doctors. 

This was Dr Bottle, the elegant physician: “The higher up the 
social scale, the more they think they can do what they like. Lord 
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X lives in Yorkshire, where he’s in wool, and his GP looks after 
him. He comes to London three or four days a week and stays in 
a flat, and hears what a good chap Bottle is. He’s going to say, 
“My doctor in London is Bottle.” When he has a coronary at the 
Lord Mayor’s Banquet, he says, “Get Bottle.” But Bottle is away 
at Oxford examining, or he’s in America. He’s got no partner, no 
cover. So I make it clear that I’m not his GP in London.’ The 
late Lord Evans is said to have encouraged the privileged public 
to treat consultants as GPs, with his readiness to go to Bucking- 
ham Palace for trivial matters that could have been left to other 
and lesser royal doctors. ‘He was a hell of a nice guy, but if 
anyone sneezed at Buck House he used to go there,’ said another 
doctor disapprovingly. 

Physicians are busy but surgeons are busier. There is no one 
in the same class as the late Lord Moynihan, reputedly the best 
abdominal surgeon in England, who would order a special train 
to take himself, assistant, anaesthetist and nurse to remove a 
private appendix for 600 guineas or some other nice round 
figure. A Midlands surgeon, who said he had tried to be one of 
the ‘surgical princes’ before going in for full-time hospital work, 
remembers seeing a porter at Leeds holding a board on which 
was chalked: To Lord Moynihan’s train. Competent consul- 
tants can now be found in all parts of the country, and general 
surgery, like every branch of medicine, is splitting into sub- 
specialties, each with its clan of biochemists and technicians; 
the one-man band is dying out. But there are still handsome 
rewards for the surgeon who can polish off a succession of private 
hernias, haemorrhoids, appendices and gall-bladders. The ear, 
nose and throat man has tonsils for his bread and butter. In at 
least one sub-specialty, the cosmetic side of plastic surgery, 
dealing with breasts and faces, it is almost impossible to have the 
work done under the National Health Service, and the indi- 
vidual surgeon can still thrive in something like the old way. 

Varicose veins are another particularly lucrative line. Several 
million people in Britain are thought to suffer from some form of 
varicose disease, and according to the National Varicose 
Foundation, founded in 1956 to press for better treatment, there 
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was not (in 1966) one surgeon specializing in varicose veins in 
the Health Service. By joining the queue and waiting, it is 
possible to have the operation done under the N.H.S. by a 
general surgeon, but the results, say the foundation, are disap- 
pointing. This is exactly the situation that suits the surgeon who 
Wants to make money privately: the condition isn’t urgent 
enough to prod governments into improving N.H.S. 
facilities, but is unpleasant enough to make patients willing to 
pay. 

Much of the private surgeon’s operating is done between 8 
and 10 a.m., before he goes to his National Health session at the 
hospital; in the evening, when his session is over; or at week- 
ends. Unlike the physician, whose consultations can be squeezed 
and rearranged by an efficient secretary, and who can leave most 
of the mechanics of tests and X-rays to others, and interpret the 
results at leisure, the surgeon is tied to fixed appearances in 
operating theatres. When he works under the Health Service, he 
delegates many operations to juniors. The National Health 
patient relinquished the right to be operated on by a particular 
surgeon when he signed the consent form; but for the private 
patient, this right is one of the things for which he is paying. 

What the patient pays at a private nursing home is not laid 
down, though the surgeon knows well enough what to charge; 
surgeons are good at taking things into account, including the 
amount of private insurance carried by the patient. A hysterec- 
tomy might cost 125 to 150 guineas; an appendix, which can be 
extracted in fifteen to twenty minutes by a skilful surgeon who is 
not pausing to teach, might fetch seventy-five to one hundred 
guineas; a pair of tonsils should fetch between thirty-five and 
forty-five guineas. Out of these amounts the surgeon will have to 
pay his anaesthetist, who will get a fifth or less of the fee; and he 
will probably take along his own instruments. The most detailed 
Selection of private fees for years came out by accident in 1961, 
when seven plastic surgeons appeared before the Disciplinary 
Committee of the General Medical Council (see Chapter 5) on 
charges connected with alleged advertising for patients. 
Suggested fees for reshaping a woman’s nose included seventy- 
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five guineas plus fifteen guineas for the anaesthetist, with an 
estimate of fifty guineas for a stay at the London Clinic. A flat 
fee of one hundred guineas, for operation and three days in a 
nursing home. And an estimate that the surgical fee could be 
from seventy-five to 200 guineas, depending on the amount of 
work, plus an anaesthetist’s fee of fifteen per cent, with a nursing 
home at twenty-eight guineas a week. 

Much of the London surgeon’s private work comes from 
abroad; Harley Street’s reputation is particularly good in Africa 
and the Middle East, and a nice clean job on someone from an 
embassy or a trade mission may lead to an influx of leading 
citizens and their wives. Kuwait is a rich source of patients. ‘If 
you go into the London Clinic sometimes,’ said a jovial surgeon, 
‘it’s like going into darkest Africa.’ The quality of nursing at 
London teaching hospitals and the better nursing homes is an 
important attraction, especially when overseas patients have to 
choose between an operation in Britain or in the United States. 
And because transatlantic medicine is so expensive, Americans 
sometimes find it economic to fly to London for private treat- 
ment. Desirable surgeons are also summoned to fly to Africa 
and the East to examine and operate on wealthy patients. 

But foreigners and celebrities provide only a small proportion 
of the London consultant’s work. What keeps him going are 
middle-class patients insured with B.U.P.A. or one of the other 
medical insurance agencies which have done more than any- 
thing else to sustain private practice. A yearly subscription to 
the British United Provident Association, founded in 1947, 
which runs the largest scheme, can cost from a few pounds a 
year for a young single man on the lowest scale of benefits, to 
more than £50 for an older man and his family at the top 
benefit-rate. Subscribers can claim for nursing-home or private- 
ward fees, the services of consultants, operations, radiotherapy 
and home nursing. B.U.P.A. will also insure against private 
treatment by a general practitioner, but this is comparatively 
unpopular, largely because drugs, which can often be paid for 
under the consultants’ scheme, were not included till 1966, and 
even then had to be partly paid for. As a result, of the 1,200,000 
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people insured with B.U.P.A., only between 20,000 and 30,000 
are in the GP scheme. 

Altogether about 2,000,000 people in Britain are covered by 
private medical insurance, and form the backbone of private 
consultant practice. It is especially important to the younger and 
less successful consultants. A Harley Street man who is not 
recognized by B.U.P.A. as a specialist will be shunned by some 
potential patients, whose insurance pays the fees of doctors only 
if they come within the B.U.P.A. definition: ‘A registered 
medical practitioner having an appointment of consultant status 
in a National Health Service hospital.” This rule does not 
prevent non-consultants in Harley Street from claiming the 
right to be on the lists of B.U.P.A. and the other schemes. 
B.U.P.A. is run by laymen (who even vet the application forms), 
and doctors are consulted or retained where necessary. Behind 
the scenes, B.U.P.A. takes advice about consultoids — discreetly, 
‘because of the possibility of legal trouble if a doctor feels 
wronged. Sometimes the consultoid is accepted, sometimes 
not. 

Money is a delicate matter in medicine, and the profession’s 
reluctance to be straightforward about it makes the whole 
subject of doctors’ remuneration hopelessly confused. Doctors, 
and especially consultants, like to act in front of patients as 
though money was poisonous, yet they may feel bound to find 
out the truth about the chap’s B.U.P.A. scale. The young con- 
sultant learns to use polite pauses and guarded questions. Fees 
fluctuate with ability to pay. An appendix might come out for 
eighty guineas if the patient is on Scale 9, but cost fifty guineas 
more if the surgeon knows it’s Scale 12. Like garages overcharg- 
ing for repairs because they know the insurers are paying, some 
surgeons make a killing. The insurers know it happens — things 
are worse in the United States— and more or less resign them- 
selves to it. Also, it works both ways, and surgeons will under- 
charge in order to keep within the patient’s scale of benefits, or 
simply out of kindness, because the patient can’t pay. 

Sometimes these delicate conversations are held during 
outpatient sessions at hospitals, where the patient has gone to 
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see the consultant under the Health Service, and suggests, or has 
it suggested to him, that he might do better to have private 
attention. This is the old business of using private treatment to 
jump the National Health queue, and to get the best of both 
worlds — five guineas’ worth of private consultation may be 
enough to have the patient in need of ‘cold’ (that is, non-urgent) 
surgery for haemorrhoids or hernia admitted within a week to 
one of that surgeon’s National Health beds, instead of waiting 
six months. Alternatively the patient, having had a taste of long 
waits and offhand treatment at the hospital clinic, may decide to 
switch entirely to private treatment. 

Few doctors deny that consultants encourage this sort of 
thing. Some say it happens rarely, and always with the other 
man. Enough consultants give details, about themselves and 
their colleagues, to suggest that it’s common practice, especially 
in the provinces, where they have to do what they can to create 
their own limited variety of Harley Street. A disgruntled middle- 
aged surgeon near London said, at first, that it would be 
unethical to ask a patient at a hospital clinic whether he was 
privately insured. A moment later he changed his mind, and said 
it would be unethical to tell a patient that he would take him 
privately, before making sure that the patient could afford it. He 
had several hundred people on his National Health waiting-list, 
and anyone who was put down for a hernia would wait a year for 
the operation. What was he to do? He could suggest they went 
to a teaching hospital in central London, where they are some- 
times positively short of common complaints; but patients 
preferred to go into a hospital nearer home, on bus-routes for 
visitors. Or he could offer them private treatment, which he was 
perfectly entitled to do, since he was under contract to the 
regional hospital board for only a limited number of sessions 
each week. His National Health work didn’t suffer—on the 
contrary, he whizzed more patients through his beds than any of 
his colleagues. This, he added, was nothing to do with the 
patients: it was political. ‘I put as many through my beds as I 
can, and I have as long a waiting-list as possible.” The more he 
did, the more facilities and assistants he would have. 


40 


A Room in Harley Street 


‘A colleague said brightly that all they wanted was the empire, 
the prestige and the private practice, and by working hard they 
would impress GPs and be sent plenty of patients. He worked so 
wonderfully hard that he got through his nine half-day hospital 
sessions in five mornings. This left him with four free afternoons 
to go and do locums at other hospitals, and so be paid twice. ‘It’s 
not that I’m good,’ he explained modestly. ‘I’m quick.’ 

Other consultants build up waiting-lists by taking their time. 
There are lists to see the doctor in the first place, and lists to 
have the operation that the doctor recommends. The Ministry of 
Health knows all about it, but maintains a tactful silence lest 
.consultants be upset. A Harley Street consultant told me kindly 
that it was foolish of journalists to talk about rigged waiting- 
lists: it didn’t happen often. A general practitioner from the 
South Coast was in the consulting-room with us; he said that, as 
a matter of fact, queue-jumping was standard practice in his 
town; the consultant smiled and went on talking about some- 
thing else, as though he hadn’t heard. 

Waiting-lists are unavoidable in the present state of the 
Health Service, but not as unavoidable as the figures suggest. A 
surgeon in the North-West said that the only time he had one was 
when he came back from holiday. Then he saw patients private- 
ly at three guineas a time, to get through the back-log. It paid for 
the holiday, but to go further than this would hurt his self- 
respect. Of his four colleagues, he said, only one was really 
motivated by money. The others would do a little to encourage 
waiting-lists. He thought it was good for the Health Service to 
have a private system operating alongside. 

He also thought it went without saying that the patient could 
often obtain better medicine privately — ‘instead of four minutes 
at the clinic he spends thirty minutes at your home, and you see 
the psychological background in the twenty-ninth minute.’ 
There was ‘one great disadvantage of being a private patient: 
you land right in among the rackets. You may, in fact, get an 
operation done quickly, but if you ask, “What is the indication 
for tonsillectomy in this case?’ the true answer is, “Twenty-five 
guineas.” If you go to Harley Street you’re lucky if you’re not 
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sent to five consultants. You'll get the right treatment in the end, 
but on the way you’ll get squeezed.’ 

But these are gentlemanly rackets, designed to flatter the 
victims and make their illness palatable. Even if waiting-lists 
were short, thousands of people would still prefer the red carpet. 
The outpatients’ departments at some London teaching 
hospitals smell faintly of cabbage and antiseptic; they have the 
air of railway stations for second-class passengers only, but just 
around the corner, the entrance for private patients is agreeably 
quiet and carpeted, and you see a boy in white jacket with 
coloured trimmings, like a page at a hotel, hurry forward to take 
the suitcase of a woman who has arrived by taxi. As a 
booklet issued by the Hospital Service Plan, one of B.U.P.A.’s 
competitors, put it: 


In some cases of illness the atmosphere of a public ward can be 
most unsettling; on the other hand a private room with the use of 
telephone and television is more like one’s own home and the feeling 
of hospital surroundings greatly minimised. The ability to choose a 
particular medical or surgical specialist to care for the patient, not 
only creates a mutual confidence, but also leads to a happier doctor- 
patient relationship. 


The surprising thing about private practice, said a humorous 
article in Medical News, is that, although patients are paying 
through the nose, they have a desperate desire to be nice. Harley 
Street stands for a world of nice things, where patients and 
doctors understand one another because they are both middle- 
class. And although the cost can run into thousands, privilege 
may be bought for modest sums— even more modest than the 
cost of private insurance. A general practitioner with a private- 
only practice in London, looking out on a green square, talked 
fondly of ‘my young patients’ who were delighted to pay him 
two guineas a visit, but couldn’t face up to the bill for a nursing 
home (or, presumably, to the B.U.P.A. subscriptions). If he had 
to say, ‘I’m sorry, Jane, but Simon has got an appendix’, then 
Jane might want it done on the National Health. This didn’t mean 
that Simon was given the rough-and-tumble treatment. ‘Because 
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I’m a private practitioner,’ he said, ‘I’ve far more time to go 
into hospitals. I get to know the registrars. So I don’t ring up the 
Emergency Bed Service, who might land you anywhere from 
Wanstead to Wapping. I ring up the registrar or the consultant 
as politely as if it was the Queen of England, and I see that the 
patient gets into the right hospital. I have two patients now, both 
in St Thomas’s. I’ve been to see them five times in seven days. 
National Health doctors haven’t got the time to visit their 
patients in hospital, and if they do, they arrive when nurse is 
dishing out the bedpans, and they’re aggressive. I know the 
routine — between ten and twelve the consultants are going 
round the wards, and if I see the surgeon who did the operation, 
I hang around discreetly in the background and try and have a 
word with him.’ 

Harley Street can be expensive, but even when it’s a straight 
payment, not covered by insurance, those who can afford it 
usually feel it is value for money. B.U.P.A. doesn’t pay for con- 
finements, but there is no shortage of patients for the obste- 
tricians, whose specialty is one of the most profitable. Public 
maternity wards and ante-natal clinics have a reputation for 
callousness, and the delivery itself, if it is uncomplicated, is 
likely to be performed by a medical student or a pupil-midwife. 
Full private attention from an understanding obstetrician 1s 
available for about 100 guineas (bed and room are extra). For 
a fee like this, said one, he sees the women as many as 
twenty times, from first examination to final post-natal visit — 
though this would include some very brief encounters. He 
delivers the baby himself. Altogether he delivers roughly 100 
private babies a year, many of them at night, which gives him an 
income of £10,000 (less disbursements to anaesthetist and perks 
to his registrar), plus nearly as much again from his part-time 
hospital work and his private gynaecological operations. Another 
obstetrician, not noticeably cynical, said that a hundred babies a 
year meant so much hard work that the only reason for deliver- 
ing this number was to make the contacts that would ensure 
plenty of hysterectomies and other gynaecological work in the 
future, when the mothers were older. 
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It goes without saying that when they are in hospital, with 
whatever complaint, private patients are not used for teaching; 
students don’t cluster round the bed and join in the general 
prodding and listening. Few doctors and fewer Ministry of 
Health officials will admit in public that the needs of students and 
the wishes of patients are sometimes incompatible. A survey of 
patients admitted under two physicians to King’s College 
Hospital, London, reported in the British Medical Journal (1964), 
showed that nine out of forty-five women and three out of sixty- 
three men disliked being taught on. Teaching hospitals sometimes 
but not always warn incoming patients what to expect, but no 
hospital (so the then Minister of Health, Mr Anthony Barber, 
said in May 1964) makes treatment conditional on teaching. The 
next month he said that at five hospitals in recent years, ‘a very 
small number of patients with non-urgent conditions who had 
refused to take part in teaching or to wait until the conclusion of 
a teaching session, and who could not be seen by another doctor, 
had been recommended to attend another hospital.’ Four of the 
hospitals were in London - the Royal Free, University College, 
King’s College and St Mary’s; the other was the United Liver- 
pool group. 

The fiction at some teaching hospitals is that patients are 
always asked if they mind, and it is true that the consultant, as 
he pauses at the bed and his retinue shuffles the curtains around 
him and them, may murmur cheerfully that ‘these young chaps 
have come to take a look at your tum — don’t mind do you?’ But 
this is hardly the same thing. Some pamphlets for patients say, 
with justification, that by being taught on, the sick are making 
(as St Thomas’s puts it) ‘an invaluable contribution to the train- 
ing of the doctors of tomorrow.’ But the doctors of tomorrow have 
to get along without the patients in the private wing. 

Arguments about the morality and the efficiency of private 
medicine march side by side. Critics of Harley Street probably 
include most of the consultants who work full-time for the 
Health Service. One argument, examined in more detail in 
Chapter 4, says that ‘scientific’ medicine needs hospitals where 
the staff are not distracted and fragmented by private practice. 
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Then there is the perennial charge that even in the care of 
individual patients, Harley Street’s standards are not as high as 
it likes to make out. In this view, a close personal interest in the 
Harley Street sense may be inadequate, and the severely ill 
public patient may be better off. Even students have their 
advantages, it is suggested, since they help to generate an atmos- 
phere of inquiry at the bedside. Another favourite line is that a 
doctor himself would rather be in a public ward if he had had a 
heart attack: ‘I’d want to be under the surveillance of nurses. I 
wouldn’t want to be locked away on my own,’ said a senior 
registrar. On second thoughts he said he would not actually 
choose the body of the public ward, but the little cubicle at the 
end, where he would have privacy as well as surveillance; that 
was the place to have a coronary. 

Part-time and full-time consultants torpedo one another’s 
principles in private. Harley Street says it takes infinite pains, 
then gets accused of being blinded by avarice, or of blundering 
into action without taking proper care. A full-time physician, 
Knives out for the part-timers, said he knew of a man who went 
into a nursing home to be treated for hernia. Someone noticed 
that he had a lump in the abdomen. Doctors who were less orien- 
ted to private practice, said the physician, would want to in- 
vestigate before acting. But to mount a series of investigations 
would have meant extra expense for the patient, who was paying 
for his treatment. The reaction of a part-time surgeon who was 
‘working under the exigencies of private practice’ was to go 
straight in and explore. 

A laparotomy, an exploratory opening of the abdomen, was 
performed, and it was found that the patient had cancer. “Then 
followed a chain of events. The surgeon was rather committed, he 
tried to get it out, and the outcome was, that patient died on the 
table. I felt at the time, he was a competent surgeon, honest and of 
reasonable integrity. It was partly a question of his background. 
A man who does a tremendous lot of private practice has to get 
on, he has to keep pace. It’s cut and thrust, bread and butter... 
and it’s not the high standard that one can get under the N.H.S. 
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On the whole, I don’t think medicine is as good in London as a 
result. 

‘The other point is that people who do private practice imply 
that the person who is whole-time can’t really be an ordinary 
human being in relation to his patient. They never see the 
illogicality, that they need the passage of a fee to make them feel 
anything. The ones I know who are part-timers are less able to 
treat their patients as human beings. They dash in and out. And 
of course, not giving treatment can lose patients, and in this 
sense, private work can produce less efficient treatment, because 
you tend to lose your integrity.’ 

A young hospital doctor, qualified a couple of years, drew 
similar conclusions from what he saw while working with senior 
surgeons. ‘It was interesting to see the difference between the 
indications for arterial surgery in the N.H.S. patient and the 
private patient. With the N.H.S., it was objective — the surgeon 
weighed up the pros and cons. With private patients, the average 
age was higher, and typically they had fewer symptoms. But 
they were paying their £150, you see. There were several people 
who came to have their arteries bored out privately who 
wouldn’t have been operated on under the N.H.S. Their symp- 
toms were slighter. And one of them died.’ 

Part-time consultants say it’s all envy and ignorance, and add 
their own indictments of full-time doctors: they lack the time to 
listen to their patients, their horizons are too narrow, they are 
not full men. But the accusations against Harley Street are sharp 
and persistent. Some part-time consultants have been criticized 
for encouraging their private patients to go into second-class 
nursing homes, where doctors have been able to charge higher 
fees than if patients used the private wards or beds of State 
hospitals. This is one of the obscurer corners of the Health 
Service bureaucracy. There are 5,600 private beds in Health 
Service establishments, known baldly as pay beds. Patients pay 
£30 or £40 a week to the hospital to cover bed, food and nursing; 
and a separate fee to the consultant. This fee, until 1966, had a 
fixed upper limit. Pay beds in hospitals may be in the ward itself, 
and at one time — in the early days of the Health Service, when it 
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looked as if private practice would wither away — this uneasy 
juxtaposition was encouraged. In recent years the Ministry of 
Health has changed its policy, and now encourages hospital 
boards to segregate private and public beds. 

Wherever private beds are situated, most of the patients in 
them before 1966 were paying less for doctors’ services than 
they would have been paying in a nursing home, because of the 
Ministry’s scale of maximum fees. But there was a further 
complication, since the hospital itself might decide that fifteen 
per cent or even more of its pay beds were ‘no-limit’ ones. In the 
‘limited’ pay bed, a surgeon could charge fifty guineas for a 
major operation, twenty-five for an intermediate, ten for a 
minor. This scale, which lasted for twenty years, was well below 
the rate at which a surgeon expected to be paid. All the specialist 
fees — for instance, to anaesthetist and radiologist - were added 
up, and another ceiling was set to the overall figure; if the total 
rose above this, then each item might be reduced in order to 
make the bill conform. Thus the surgeon might get even less 
than fifty guineas for the operation. Consultants called the 
regulations scandalous, and did their best to dodge them. The 
result was that, while patients in a private ward might be paying 
less than they would for a bed in a nursing home, they were 
frequently paying more than the State intended them to. 
Because fifteen per cent of the beds could be no-limit, the 
average patient could be easily bamboozled into supposing that 
he was a no-limit man. 

One of the medical insurance associations began to challenge 
these no-limit accounts in 1963, risking its reputation with con- 
sultants, and turning up much overcharging. In the first 
eighteen months, 419 accounts were challenged. Of these fifty- 
eight did in fact relate to no-limit fees, and another fifty-four 
had not been decided during that period. In sixty-three cases, 
patients paid more than the regulations allowed, but the associa- 
tion’s funds weren’t affected, and it was not known whether the 
patients themselves asked for refunds. In ninety-one cases, over- 
charges totalling £1,361, an average of £15 a patient, were 
returned by consultants. There was overcharging in another 153 
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cases, but the patients didn’t want to upset the surgeons, so 
nothing further was done. This squeamishness was in sharp 
contrast to the cool behaviour of one consultant whose account 
was challenged in 1964. The doctor, an anaesthetist, wrote to the 
association to say that he knew well enough that, strictly speak- 
ing, there was virtually no such thing as a no-limit bed. He went 
on: 


But the fact remains that since you have recovered money from 9I 
cases [this] proves only one thing to me — that I am not the only 
‘guilty’ member of the Medical Profession . . . so that I would be a 
fool to be embarrassed by your request for refunds in the future. 

Obviously something should be done, and unfortunately you will 
still have to correct me each time you have a patient subscriber in —. 
Being an anaesthetist it is not a part of my nature to talk about fees or 
to ask if they insured and with what Society. If there were ninety-one 
cases in eighteen months who were overcharged in your company — 
then there must be several hundreds overcharged in other companies, 
so that we are obviously not encouraged to be honest even if we 
wanted to be. 

It is generous of you to overlook my excess charge this time, but of 
course I shall expect to be corrected on all future occasions and will 
no longer feel embarrassed over what is quite obviously your duty. 


Other consultants complained bitterly to this insurance 
association, asking why it bothered to concern itself with the 
pay-bed regulations. ‘My relations with other companies have 
been cordial at all times,’ one surgeon wrote ominously. 

An official of B.U.P.A. said to me, before 1966, that he was 
aware the regulations were widely ignored. ‘But we let it lie, he 
said — an attitude shared by the Ministry of Health, which did 
not accept that it was the duty of either the Ministry or the 
hospitals to make sure that the regulations were respected. The 
official view was that patients themselves must read the small 
print and make a fuss if they wanted to. The Ministry’s real fear 
was that action might have upset the consultants. Here, as in so 
many instances affecting the upper reaches of the profession, the 
Ministry of Health showed it was not master in its own house. 

Consultants maintained that if the pay-bed regulations were 
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fair, they would not need to bend them—an argument from 
strength which was finally recognized by the Ministry of Health 
in 1966, when the upper limit on fees was removed, making it 
unnecessary for surgeons to fiddle the regulations. 

Another consultants’ argument, rather more respectable, is 
that if enough pay beds existed to meet the rising demand for 
privileged treatment, they would send fewer patients to nursing 
homes. The 5,600 pay beds are nearly a thousand fewer than in 
1949; for many patients who want private treatment, a nursing 
home is the only alternative to a public ward. So the patients go 
to nursing homes, which may be good or bad, and some of the 
consultants who send them are accused of doing it for gain. 
“That sort of surgeon has a double standard,’ said a hospital 
administrator. ‘He accepts bad operating theatres and poor 
sterilizing facilities because he’s doing it for the money.’ (But 
National Health hospitals have plenty of bad operating theatres 
themselves.) 

A senior registrar who goes at weekends to assist his chief, a 
part-time consultant, at private operating sessions in nursing 
homes, said they put the instruments in the boot of the car on 
Friday night, ready for the following afternoon. Nursing homes 
may supply little in the way of equipment. ‘You get more sutures 
out of a tube of catgut in a nursing home than you ever would in 
an N.H.S. hospital,’ said the registrar, ‘simply because you pay 
for it.’ The anaesthetist would take his equipment; they might 
even take a supply of blood. The nurses might be charming but 
there would be no doctor living on the premises. “The upshot of 
this’, said the registrar, ‘is that I wouldn’t be operated on in a 
nursing home.’ 

Many doctors feel like this. A heart surgeon said, ‘I don’t let 
any relation of mine go anywhere for an operation unless there’s 
a resident doctor.’ A professor of obstetrics said that babies 
should never be delivered in a ‘down-town nursing home’. Some 
Harley Street consultants tell you (or did, before 1966) that they 
are prepared to lose money in order to keep their patients out of 
second-class places — and by saying it, implicitly condemn their 
colleagues who are less particular. A Harley Street obstetrician 
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with a large private practice said it was true that he was paid 150 
guineas for a hysterectomy at a nursing home, and only fifty 
guineas for the same operation when the patient was in the 
private wing of his hospital. Nevertheless he always tried to get 
his private patients into hospital for his own peace of mind, 
because he knew that nursing-home facilities were not really 
adequate. ‘If you want blood in the hospital you scream for it 
and it’s there. In a nursing home, you have to say to someone 
“Go and get a bottle of O blood.” This isn’t true of somewhere 
like the London Clinic, but it’s true of many smaller places.’ 
Patients are rarely aware of their true situation. Even if they 
were, many of them would probably shrug their shoulders at the 
marginal risKs, and say they still preferred the softer option of 
the private clinic. Private medicine has an appealing flavour, and 
although one set of pressures is at work to make National Health 
hospitals better, another, in the shape of affluent patients, is at 
work to extend the nursing-home system — many have disap- 
peared since 1945, but B.U.P.A. has built half a dozen in recent 
years. Harley Street (Devonshire Place, to be exact) has the 
London Clinic, where 165 patients pay from £9 to more than 
£12 a day for the room alone. Founded by a group of doctors in 
1932, it nearly collapsed in its early days, before it was rescued 
by businessmen. One of them, a property man, the late Sir 
Aynsley Bridgland, was chairman for many years, and the Clinic 
is run by a trust that announces its non-profitmaking character 
on an illuminated panel, as soon as you enter. Large cars roll up; 
“The Clinic’ is delicately chiselled in stone above the doors; a 
man in tails, like a butler, is in attendance, and the notices say 
‘Please’. The Clinic, which uses a firm of public-relations con- 
sultants, is anxious not to sound a flashy institution, always busy 
with film stars and royalty, but it inevitably has a coating of 
glamour. Overseas patients flock to it, and most of the leading 
Harley Street surgeons regularly use its theatres. When a patient 
dies at the Clinic, the body doesn’t leave the premises till after 
dark — a custom that applies throughout Harley Street, where 
there are few back entrances, and corpses are all too conspicu- 
ous. Thirty-seven consulting suites are attached to the Clinic, 


50 


A Room in Harley Street 


their occupants selected by a committee of doctors. In theory 
any doctor on the Medical Register may have patients admitted, 
but the majority of admissions come from the private prac- 
titioners in and around Harley Street. There are often waiting- 
lists for beds (in summer, said a spokesman, there is ‘an influx of 
Arabians’). 

Patients may also have to wait for beds at another status- 
clinic, the King Edward VII Hospital for Officers, around the 
corner in Beaumont Street. This is a small, 55-bed private 
hospital, open to those who have held a commission in the 
services (and also to ‘distressed gentlewomen’). Demand for 
admission is so great that since January 1965 only the thirty 
consultants on the staff of the hospital, which probably has the 
highest consultant—patient ratio in the country, have been 
allowed to admit patients. The news had to be broken in letters 
to more than 300 doctors who were not on the staff. 

There’s plenty of life in Harley Street, even though in one 
sense the place is finished. The complexities of medicine are 
putting its future firmly in the hands of scientists and mathema- 
ticlans, who are never far from machines, laboratories and the 
dynamic of shared experience. An elder of the one-man-band 
school of medicine said, regretfully but firmly, that efficiency 
would soon mean more than the concept of the personal doctor. 
‘Goodness knows,’ he said, standing to one side of the former 
Cabinet Minister’s photograph in his consulting-room, ‘I don’t 
underestimate the personal element -—it’s very largely how I 
make my living. But as more diseases are successfully treated, so 
the demand for private practice will diminish.’ He talked of the 
days when pneumonia often killed, when the doctor’s manner 
was what mattered: then it was confidence, not drugs, that 
saved lives. ‘One would say things like, “You’re looking pretty 
today —but why don’t you comb your hair?” It’s a card I 
remember playing with a plain doctor-woman when she was 
dying. And she lived.’ 

Medicine has always been something of a swindle, in as much 
as it has made its money out of the diseases it can’t cure. The 
facade of professional manners has itself been the treatment, and 
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nowhere has it been made to look more imposing than in Harley 
Street. Now that medicine is increasingly able to cure and 
forestall illness, the mannerisms are less important. Yet this 
facade — or, to put it more politely, the personal quality of the 
doctor — still has to be there. And if private medicine has its 
excesses, so does the scientific kind. Harley Street wouldn’t 
flourish if its comforts were not worth purchasing. There is no 
reason why the comforts should not be handed out in private 
consulting-rooms attached to hospitals, with all the equipment 
and facilities to hand, and this is likely to happen. But not just 
yet. For years to come, the receptionists will continue to smile, 
the long cars will wait at the parking meters, and a silver dish, 
casually set down in a waiting-room beside the bound copies of 
Punch, will catch the light where it’s inscribed: To Dr X, with 
deepest gratitude from Z. 


CHAPTER THREE 


THE LADDER 


Cottard’s hesitations were brief and his prescriptions imperious... 
*I am not in the habit of repeating my instructions. Give me a pen. 
Now remember, milk! Later on, when we have got the crises and 
the agrypnia by the throat, I should like you to take a little clear 
soup, and then a little broth, but always with milk; au lait ! You’ll 
enjoy that, since Spain is all the rage just now; oll, ollé /’ His pupils 
knew this joke well, for he made it at the hospital whenever he had 
to put a heart or liver case on a milk diet. 

— Marcel Proust, Remembrance of 

Things Past 


T HE consultant, as he makes the round of his patients, with 
students and young doctors at his heels, is the most exalted 
figure in medicine. There are other kinds of success in the 
profession, but this is the one that everyone recognizes. To 
achieve it, doctors commonly wait five, ten or even twenty years, 
during which time they must watch their tongue, do their work, 
pass exams and generally convince their elders that they are 
suitable candidates for glory. 

They are poorly paid and often exploited, but when, aged 
thirty-five or forty, they cross the line, they promptly forget 
about the injustices. As a part-time member of the staff, the 
traditional pattern in London, the consultant has anything from 
one to nine half-day hospital sessions a week, leaving him free to 
spend the rest of his time (in the case of a nine-session man, the 
remaining 2/11Iths of a 53-day week) seeing private patients in 
Harley Street. As a 9/11ths or maximum part-time consultant, 
his income (from 1967) in the Health Service could be as modest 
as £2,600 or as large as £8,000, depending on seniority and merit. 
A 9/11ths surgeon who shares his sessions between two teaching 
hospitals told me that he earned only £3,500 from the Health 
Service and £500 from private practice. But he would have 
colleagues who earned several times as much, most of it from 
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private practice. An experienced part-timer with a good 
registrar to cover up for him can do remarkable things with two 
notional sessions. 

For his Health Service money, the teaching-hospital con- 
sultant looks after as many as forty inpatients, using them (and 
the outpatients he sees at hospital clinics) to instruct students 
and junior doctors. The hospitals where he works are the pro- 
fession’s halls of fame and power, and on to them is being 
grafted, often grudgingly, the new structures of research and 
technology. Things are not what they were. But life goes on in 
the hierarchies of the hospitals with much the same compressed 
fervour; the saving of lives can be mixed up with the advancing 
of reputations; behind the white clothes and clean hands are all 
the postures of ambition. 

Once consultants are appointed, they tend not to move for the 
rest of their lives. They grow into the fabric of the place, and it 
is so rare for a consultant to be sacked that the case of a gynae- 
cologist, Mr A. H. Barber, whose contract was terminated by the 
Manchester Regional Hospital Board in 1952 is still referred to 
when the subject comes up in conversation (Barber was rein- 
stated seven years later, but he died of a heart attack in 1962, still in 
conflict with the board). At the centre of the consultant’s life are 
his beds, and the number he controls is linked with his standing ° 
in the hospital. ‘Deeply and instinctively,’ said a consultant in a 
Lancet article, ‘we think of healing in terms of the bed.’ Concern 
with beds can become an obsession, and a consultant’s jealousy 
will make him act like a bird with its eggs. A doctor, aged 
thirty-three, a Fellow of the Royal College of Surgeons but still 
stuck in the bottleneck of registrars, wanted to enter a ward to 
see a patient in one of the beds of his chief, while another 
consultant was already there, visiting his own patients. He sent a 
polite message via a student and waited by the door, and the 
reply came back by return: ‘Tell him to bugger off.’ A powerful 
argument against appointing consultants who would do most of 
their work in outpatient clinics, and so help to reduce the long 
waiting lists, is that (as another Lancet article said) consultants 
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‘naturally expect to have beds as well as outpatient sessions, and 
this can lead to difficulty.’ 

Authority is what counts, and although the habit of argument 
is spreading, the Word is still handed down by the Chief, who 
rules his beds by means of his ‘firm’, a little empire consisting of 
a few doctors, from senior to junior, with students attached to it 
if the hospital is a teaching one. Each firm is the hospital 
hierarchy in miniature, and the work of the hospital as a whole, 
even the work of a single specialty, is broken up into narrow 
compartments. The Ministry of Health would like to end this, 
but it may be years before anything like the American pattern of 
close-knit specialties, with everyone answerable to a medical 
director or committee, is accepted by the part-timers. 

Firms take it in turn to admit cases to hospital, and once a 
patient comes under a consultant he usually stays there, though 
he will see less of him than of the others in the firm. But it is the 
consultant who sets the pace, imposing his philosophy and 
mannerisms on hundreds of students and doctors in a lifetime. 
Elaborate investigations have become a commonplace without 
displacing the basic bedside routine. The ward-round is where 
the consultant can shine in public, and, as a concentrated per- 
formance, only the surgeon at work in the operating theatre can 
touch it. 

Dr A, a part-time physician with a long, comical face, is young 
enough not to have inherited the tradition that consultants are 
God, but old and dominating enough to give a lively per- 
formance. He has a large Harley Street practice, and a total 
income of, perhaps, £10,000 to £15,000. Peering at the ankles of 
an elderly man with heart disease, he turned to a student and 
said: “What am I looking for?’ 

“Bedsores?’ said the student innocently. 

‘Bedsores do not occur with Sister, so that is not the right 
answer, said A sorrowfully, looking over the student’s head to 
make sure the ward sister could hear. ‘It’s tactless. As a matter of 
fact, I’m looking for oedema.’ 

The procession passed down the ward and stopped at the bed 
of a former Naval rating and butcher’s assistant who was suffer- 
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ing from epilepsy, for which he was having drugs, and anaemia, 
which might have been caused by the drugs or by a bleeding 
ulcer. He was a small, pale man with a far-away expression, and 
the houseman, one of A’s assistants, said that he had been having 
trouble eliciting an intelligible history. A ignored this at first and 
showed the students the man’s concave fingernails, which were a 
- sign of anaemia. ‘Do you know the Greek word for it?’ he said. 
They shook their heads. ‘Neither do I,’ said A, ‘but look at it and 
never forget it.’ He questioned the patient, and presently turned to 
the houseman and whispered: ‘I’m sorry to disagree with you, 
but I don’t think the I.Q. situation is at all what you found.’ 

The patient was soon unstoppable. He said that when he 
found he couldn’t lift the meat, he had to give up his job with 
the butcher and go to live in a near-by lodging house, where the 
food was rubbish: it didn’t give him enough energy. A kept 
smiling and raising his eyebrows, the houseman shifted his legs a 
bit, and A moved in to examine the man’s eyes, tongue, abdomen 
and feet. By this time the patient was talking about another 
hospital, where he had been previously, and saying it wasn’t half 
as good as this place. ‘Well done,’ said A, and when he had said 
‘So long, squire,’ he addressed the firm, standing by the table 
and the pot of flowers in the middle of the ward. ‘You see?’ he 
said. “He’s no fool. He tells us we’re better than the others — even 
if they do beat us at rugger — and being human, we respond to 
that. We respond to flattery. We'll do something for him, and 
he’ll leave here being grateful to us.” He smiled encouragingly at 
his houseman, concluding the proceedings, and said: ‘I think 
you and your merry men had better bring science to bear on this 
and sort it out.’ 

The other prong of the work, the outpatients’ clinic, is less of a 
performance and more of a drudge; the fact that hospital is a 
routine, that medicine is full of half-truths and good guesses, 
stands out; the benches in the waiting-hall always seem full. 
The consultant may be working single-handed in a poky 
hospital in the North that should have been knocked down years 
ago, or in the comparative affluence of a London teaching 
hospital, but in either case his outpatients’ clinic has something 
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of the air of a GP’s surgery. About half the -physician’s time in 
hospital will be spent in the wards, the other half in outpatients. 
In a morning session he might expect to see five new and fifteen 
old patients, most of them with common conditions like ulcers, 
failing hearts, bronchitis and depression. 

You expect to find black-and-white situations, expertly diag- 
nosed with immaculate investigations, but what you see, looking 
over the consultant’s shoulder at his notes, is ‘Run down. Found 
housework too much for her’ and ‘Only slight improvement. 
Symptoms continue.’ Sometimes the germ or damage is success- 
fully traced and cured; sometimes the patient dies; often it all 
seems no more conclusive than the GP’s more random course of 
treatment: ‘Mrs S, admitted 23.9.64, discharged 1.12.64. She was 
found to have an acute febrile illness with myocarditis, peri- 
carditis and anaemia. Despite many investigations the cause of 
her illness was not determined.’ She was ill and she got better: 
it had nothing to do with medicine. Her consultant agreed that a 
lot of his work was that of a glorified GP; he saw many neurotics. 
But he would never have been, willingly, a GP himself. To him, 
hospitals were ‘real’ medicine. 

At his outpatients’ clinic in a Midlands hospital, an ortho- 
paedic surgeon went through his particular routine for perhaps 
the thousandth time in his life. Before the Health Service, con- 
sultants were concentrated in London and other large centres. 
They are now spread more evenly through the country, and 
although a career in a hospital like this one is a long way from 
the pinnacles of success, it’s a respectable kind of failure. The 
surgeon is comfortably off, with a house in the hills, twenty miles 
from the gritty district around the hospital. His salary would be 
about £4,000 and he would have time to earn another thousand 
or two in private practice and in ‘domiciliary visits’ to National 
Health patients at their homes, when the GP calls him in for a 
second opinion, at £5 Ios. a time. He is treated with deference, 
but not quite the deference of the London teaching hospital. No 
students are trained here, and most of the junior doctors are 
Indians and Africans whose interest in being nice to the boss is 
minimal. The consultant arrived punctually at 9.30, by which 
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time thirty patients, all booked for 9.30, were being marshalled 
by the nurses, and worked his way up and down two lines of 
cubicles with flowered curtains, with the nurses keeping a few 
moves ahead of him, so that there was always a patient ready to 
be seen. He didn’t, he said, take as long over each patient as a 
general physician, partly because of the more precise nature of 
his specialty, partly because so many people wanted orthopaedic 
treatment that he was compelled to get a move on. Well over half 
of them were women; many were overweight. 

A bulging woman sat on the couch, her stockings rolled down 
to her ankles, her coat hanging against the green-painted brick 
wall, and said she had been off work for five months; her back 
ached and she was short of breath. 

“What about the weight?’ he said. 

‘Oh, I don’t eat much,’ she replied, making the couch shake as 
she crossed her enormous knees for him to tap with his rubber 
hammer. 

‘Act of God, is it?’ he said, not unkindly. 

‘I eat a lot of greens. I only have one dinner in the week. I’d 
like to lose a bit, but the doctor says it’s in the family.’ 

He told her that a lot of her trouble was her weight and the 
way she stood. He would give her a diet-sheet, and she could 
attend for exercises. 

“That’s typical,’ he said afterwards, between patients. “‘They’re 
fat, they’re fifty, they move a heavy machine around the office 
where they go to clean, and they say, “Doctor, my back’s bad.” 
That’s not to say they’re malingering. They push these great 
machines as if they were vacuum cleaners.’ 

It was very unsensational. He prescribed surgical boots and 
ordered blood tests. Over coffee at 11 he dictated letters to his 
secretary. By 12 there was a distinct smell of feet in the room, 
and, whenever he was near a window, he opened it. He finished 
at 1.30, having seen 43 patients in four hours, less.ten minutes 
for coffee and dictation; the sister said it had taken him rather 
longer than usual. He had worked as hard as a GP at his morning 
surgery. But he was being better paid for it, he was surrounded 
by minions to carry out his instructions, and he was part of a 
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reasonably efficient machine that, if it couldn’t always cure 
patients, could at least do interesting things to them. If he was 
not in the same class as a London consultant, with his Hamp- 
stead house, blue-blooded patients and air-trips across the 
Atlantic at the expense of drug companies and American insti- 
tutes of medicine, he was, nevertheless, one of the privileged. It 
was still worth being a consultant. 

But the essential consultant, as television goes on proving, is 
still the masked surgeon in the theatre. The images here can be 
as potent for doctors as for morbidly fascinated laymen, and 
there is said to be a pure pleasure in cutting and repairing that 
will keep a surgeon happy through a lifetime of operating, as 
long as he keeps his health and vigour. 

Surgeons (said a senior one at a teaching hospital) are like 
boys playing with Meccano: they like to use their hands, not 
‘ their minds, and they indulge themselves in operating. Surgeons 
are more obviously happy in their work than physicians are in 
theirs. Even the most routine operation has an air of perfor- 
mance, however hard the surgeon tries to deprecate it. 

Mr N, operating at 9 a.m. in a provincial teaching hospital, 
said firmly that there would be no drama. In a tiny room lined 
with metal lockers, on which people banged their elbows, he 
took off his suit and shoes and dressed in baggy green linen 
trousers and jacket and a pair of plimsolls. He put on a little 
white paper hat, like something out of a cracker, and went to 
wash his hands. The instructions on the wall, provided by 
Bayer, the drug firm, said: ‘1. Wet the hands and forearms. 
Apply pHisoHex. With the addition of small amounts of water 
work the pHisoHex into a slight lather for a quick preliminary 
wash. 2. Clean under the nails with a brush or orange stick. 3. 
Rinse. 4. Wash as before, but for a full two minutes. 5. Rinse.’ 
Mr N washed for a full two minutes and dried his hands under a 
stream of hot air, while a nurse picked his rubber gloves from a 
sterilizer with a pair of tongs. 

In the theatre next door the surgeon’s registrar was already at 
work, preparing the patient. The anaesthetic machine, as shiny 
and dial-covered as a stove from a Wonder Kitchen, sighed to 
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itself (“Some of them blow a whistle and flash a light when 
they’re out of oxygen,’ said the anaesthetist). Above, the gallery 
for observers was empty, the glass screens that jutted out below 
it cloudy with reflected light; in front of the curved benches 
were sets of opera-glasses on chains. In the theatre itself, old- 
fashioned fans sucked noisily. Eight or nine people surrounded 
the table. The sister stood on raised wooden slats and peered at 
the bared, shaved and iodine-painted stomach of the patient, 
exposed in a neat square amid the green sheets that covered the 
rest of him. Behind her, glass cabinets shone with instruments, 
and a nurse entered from the sterilizing room, carrying, hot from 
the sterilizer, a chipped enamel bowl containing forceps. 

Older operating theatres like this one may have ancient 
radiators and badly-fitting doors of chipped marble, with green 
Stains around the studs; they may share a lift with the garbage- 
disposal squad, and dust blows in and enrages the bacteriolo- 
gists. But although they are shabbier and less photogenic than 
the ones in television serials, and although people amble in and 
out and read books and mutter to themselves in an unscriptable 
manner, the sense of performance is there. 

When the surgeon took over, he sliced away with little strok- 
ing motions that ended in flourishes, and, when the abdomen 
was open, thrust in his hands and held up the red and bluish 
contents. “There’s. his stomach,’ he said, ‘there’s his small 
intestine — all very jolly, isn’t it?’ He went on looking, handling 
and talking. ‘I’m examining his guts. He’s got no growths. 
There’s his gall-bladder, there’s the stomach again. No ulcer 
there. He’s lovely inside.” The odd thing was that the more Mr 
N tried to be cool and undemonstrative, the more he drew 
attention to the drama. There is always the chance of a crisis 
that will need a decision. Surgeons are easily upset in the operat- 
ing theatre; even Mr N snapped at a student for being slow to do 
what he told him. The atmosphere will suddenly curdle. 

At another hospital I was watching a heart operation, by 
agreement with the surgeon via his secretary, from the observa- 
tion room of a modern theatre. I arrived at I1 a.m., nearly three 
hours after the patient, a woman, had been anaesthetized; I was 
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supposed to be seeing the surgeon himself when the operation 
had finished and he was having his lunchtime sandwiches. A 
wide window looked through to the theatre itself, where the 
table was surrounded by people and machines. In the observa- 
tion room, a technician sat in front of closed-circuit television 
and a panel of gauges and recorders. Doctors tame to look, 
stayed a few minutes, and went away again. By noon the opera- 
tion itself was completed — a new aortic valve, made of plastic, 
had been slid down a bundle of threads and fitted in position. 
Everything was calm; the surgeon’s voice over the intercom was 
gentle and good-natured. The heart, which had been by-passed 
while a pump took over the patient’s blood supply, then had to 
be restarted, and an electric shock of 5,000 volts was applied. 

The heart jerked but didn’t start. They did it again, and 
suddenly the surgeon began to shout at someone who had 
pressed a button too late or too soon. Hot words crackled into 
the room, and a small voice said it was sorry. Someone in the 
observation room said the outburst meant nothing: the surgeon 
was a nice guy: once the heart got going, everyone would forget 
the incident. A nurse phoned down to the kitchen to say he 
would be out in about a quarter of an hour. The heart began to 
beat, unevenly at first, but before it was properly in its stride the 
surgeon looked up and saw me through the window, writing in a 
notebook. 

‘Who’s that?’ came a chilly voice from the loudspeaker. ‘Is 
that a reporter? What’s he doing here?’ 

‘I thought you knew him, sir,’ said the technician. 

‘I do not know him,’ said the surgeon, and his eyes glared 
from the space between the mask below and the headlamp 
above. 

The technician said, ‘Sorry, sir’, and the surgeon continued to 
look at me for half a minute. It didn’t seem the right moment to 
remind him about the appointment. When the intercom was 
switched off, everyone said he would be absolutely different 
when I met him. I’m sure he would have been, though for one 
reason and another I never did. 
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The eminence is attractive but the way up is hard, and doctors 
who don’t get there are inclined to tell an outsider that they 
never wanted to. There was an outcry from general practitioners 
in 1958 when Lord Moran of Manton, the distinguished con- 
sultant who was Churchill’s doctor, said in evidence before the 
Pilkington Commission that medicine was ‘a ladder which 
people are constantly falling off.” The chairman said it had been 
suggested that GPs and consultants were not junior’ and ‘senior’ 
but equal: did Lord Moran agree? ‘I say emphatically “No”, 
replied Moran. ‘Could anything be more absurd? I was Dean of 
St Mary’s Hospital Medical School for twenty-five years ... all 
the people of outstanding merit, with few exceptions, aimed to 
get on the staff. There was no other aim, and it was a ladder off 
which some of them fell. How can you say that the people who 
get to the top of the ladder are the same people who fall off it? It 
seems to me so ludicrous.’ A Kent doctor’s ‘study in motivation’ 
published in the fournal of the College of General Practitioners 
(1964) agreed with what Moran had said. Fewer than a third of 
seventy-five GPs who were interviewed even claimed to have 
had ‘positive leanings’ towards general practice; the others had 
drifted into it, or been forced in against their will. 

The jostling on the ladder begins in the first months of the 
student’s five or six years of training that lead to qualification. 
About 13,000 students, a quarter of them women, are being 
trained at any one time. Every year the twenty-six medical 
schools, twelve of them in London, accept 2,400 new students 
from about three times as many applicants, interviewing them as 
well as examining their academic record; social graces and sport- 
ing achievements can still be useful; one in six or seven has a 
medical father. A professor of medicine said that he and his 
colleagues knew who were going to be the consultants in their 
first year: it was partly a question of style. 

The curriculum itself is crowded and always under attack for 
failing to adapt itself to the state of medicine, either in its details 
(too much anatomy, too little psychiatry and preparation for 
general practice) or in its overall structure. In the years it takes 
to train a doctor, whole areas of theory and practice are remade. 


62 


The Ladder 


There is no longer a systematic facade of knowledge, and from 
far above him, the student hears the voices of the mighty saying 
(for instance) that in less than half a century, doctors will be 
trained only for tasks that lie outside the capacity of machines.* 
The most he can do is to learn the outlines and master the basic 
techniques: how to ask questions and use instruments, how to 
recognize noises, smells and appearances, where to go for 
information. 

Some students feel the significance of taking blood for the first 
time. They see how their seniors cope with crises, and learn to 
cope with their own nasty moments; most students go through a 
phase of hypochondria; they get used to death. “The worst thing 
of all’, said a student who was half-way through his training, ‘is 
when you go to the mortuary and see a chap you’ve known, 
who’s been going downhill in the ward, being opened up.’ Over 
the years, but especially in the three ‘clinical’ years at the end of 
the course, students are soaking up their inheritance of tradition, 
ethics and common-sense, which helps set them apart from 
everyone else. There are endless lessons. Doctors must not argue 
in front of patients. Beware of women who enjoy gynaecological 
examination. ‘Arthritis’ alarms laymen but ‘rheumatism’ doesn’t. 
Do not, if possible, let a patient die on the operating table — 
move him out quickly if all seems lost. 

There are all the lessons of self-advancement. In the clinical 
years, students become part of the small, inbred, intensely 
scrutinized hospital community, and respect for their elders is 
part of the code. A student may find himself under the wing of a 
consultant whose word in the right ear will be invaluable one 
day. In London a few hundred consultants hold the strings: 
they do much of the examining, they control or influence hos- 
pital appointments, and their advocacy, either as official referees 
or as private backers, is eagerly sought by the ambitious student 
and young doctor. Intellectual duds rarely reach the top in 
medicine today, but clever men are also at a disadvantage if they 
happen to have uncurbable tongues. 

A surgeon said it was not unfair to look at the student’s 


* Sir Macfarlane Burnet. 
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demeanour, since it was necessary to know if he was mentally 
and physically tough. I heard a newly qualified doctor talking to 
a friend who was in his last year as a student. The doctor said he 
had no objection to being on duty that weekend, looking after 
the patients of two firms; the student kept needling him about 
his willingness to put up with the inequalities and petty regula- 
tions. The doctor said in a flat voice that he was going to be a 
consultant. ‘How many boots will you have licked by the time 
you're thirty?’ said the student, and went on to explain that as 
soon as he qualified, he meant to emigrate and work in a 
Government job overseas: he wanted the quiet life. “That’s fine,’ 
said his friend, who seemed to be used to the conversation, ‘but 
as I was saying, I intend to be a consultant.’ 

It is when the first exams are passed that the competition 
really begins. Before his name goes permanently on the Medical 
Register, the just-qualified doctor must work for a year in one or 
more hospitals of his choice; the first choice is likely to be the 
one where he trained, and the first rung of the ladder is to 
become a houseman at his own hospital. If he succeeds (and 
only a minority do), the climber is faced with ten or twenty years 
of hospital jobs, first as house officer, then as registrar and finally 
as senior registrar, during which time he takes on more and 
more responsibility, until he may be doing virtually the same 
work as his chief, the consultant, though for less money and on a 
contract that doesn’t last for more than four years. The Health 
Service has provided hospitals with many more junior doctors 
than they had before, but it has done this without paying fair 
salaries. It cheats registrars, and to a lesser extent housemen, on 
a massive scale, exploiting the fact that they are young, zealous 
and sometimes more dedicated than their seniors. Registrars 
may sound cynical after years of waiting, but the cynicism usually 
conceals a total commitment to their work. 

Among the 11,000 or 12,000 junior hospital staff is still to be 
found the most underprivileged, underpaid, pushed-about and 
generally sat-upon section of the profession. But this is less true 
than it would have been a year or two ago, before the subter- 
ranean protests of young doctors erupted into public notice and 
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resulted in the pay award in 1966. It was not that the poor 
rewards and often shabby treatment of housemen and registrars 
were a new discovery. They were old grievances within the 
profession, voiced among themselves by generations of junior 
doctors, sympathized with in private by many senior doctors, 
but always considered an indelicate subject to make a public 
fuss about. It was thought wise to say little if one were a junior 
doctor, since the complaints might result in victimization by 
consultants. 

Many housemen, doing their compulsory pre-registration year 
in hospital, have no fear of victimization because they intend to 
leave and go into general practice. But for the same reason they 
have little interest in fighting for better conditions. It is the 
minority of doctors who stay on in hospital, hoping to land one 
of the 8,000 consultant posts and meanwhile climbing slowly up 
the wretched ladder, who have needed to protest but felt disin- 
clined to expose themselves. The B.M.A.’s Hospital Junior 
Staffs Group has met much apathy in the past, and a conversa- 
tion in the junior doctors’ mess of any hospital would soon 
suggest why. A houseman at a London teaching hospital, a 
woman, said that when her previous six-monthly appointment 
had nearly finished, she received a letter to say that it had been 
extended by five weeks. The same thing happened to some of 
her colleagues, but no one complained that it was wrecking their 
holidays or the next jobs they were supposed to be taking up: 
that was the way to get bad testimonials, she said, and quoted 
from one that a surgeon had given — ‘Dr — tells me he has done 
a lot of good work.’ Everyone smiled at this, not because they 
didn’t believe it but because it was so commonplace. 

In 1965 a houseman earned £800, and if he lived in the hos- 
pital, as he probably had to, about £200 of this was deducted for 
quarters that were often cramped and shabby. An article in 
Medical News (1964) computed his earnings at 2s. 9d. an hour. 
The houseman is the one who is roused from his bed when the 
night-nurse wants permission to give a patient a pill; he stands 
most chance of being called at inconvenient hours to give injec- 
tions and stitch up drunks with gashed faces. His (and the 
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registrar’s) bad accommodation is something that has tradi- 
tionally been raised in public, since it reflects on politicians and 
the parsimony of a non-medical Them. Everyone has com- 
plained about the quarters, from consultants down. “Some of the 
resident doctors’? accommodation is disgraceful,’ wrote a 
physician at the West Middlesex Hospital at Isleworth in 
Medical Care (1964). ‘For years registrars on duty have slept two 
and three in a room; if one is called on the telephone, all are 
awakened.’ The B.M.A. publication, Hospital Gazetteer (1962), 
covers every National Health hospital in Britain. ‘Bed-sitting 
rooms too small,’ it says of Stockport Infirmary; ‘garage should 
be provided as dirt from furnace damages car surfaces.’ The 
accommodation at Monyhull Hospital, Birmingham, ‘lacks 
privacy’, and the bed-sitters have no running water. Job-seeKers 
learn to interpret the Gazetteer’s studied phrases. Of the West 
Middlesex (which, with more than 1,000 beds, is the biggest 
non-psychiatric hospital in the country) it says: ‘Some rooms 
too small, twenty-three without wash-hand basins, resident 
quarters in separate buildings in grounds.’ 

The grievances that it has been thought dangerous to air are 
those that reflect on the consultants: overwork, lack of freedom 
to leave the premises, lack of regard for private lives, inadequate 
teaching and facilities for taking higher qualifications. ‘I was 
amazed to learn from my daughter, recently become a medical 
officer in an obstetric department’, said a letter to the British 
Medical Journal (1964), ‘that she averages 109 hours per week 
confined to the hospital (eighty-five one week and 133 the next). 
During these hours nominal duties usually take ten to twelve 
hours per day, added to which further sessions of emergency 
work often occur in the night and early morning.’ He signed 
himself, ‘for obvious reasons’, Irate Father. A branch official of 
the Junior Staffs Group told me in the same year how he had 
wanted to take up the case of the houseman whose chief, a 
paediatrician, allowed him one half-day off in a seven-day week, 
and made him return by midnight on the half-day in order to 
visit the ward; but the houseman said please to leave it alone. 

Resentment has withered at the thought of publicity. 
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But the fears were probably exaggerated, and it was inevitable 
that sooner or later the protests would come into the open. The 
row over conditions in general practice must have helped to 
inflame the mood in hospitals, and towards the end of 1965 an 
‘action group’ of young doctors was formed in London, which 
eventually attracted a high proportion of the country’s house- 
men and registrars. St Bartholomew’s, that ancient and impec- 
cable teaching hospital, was much involved, to the extent that a 
medical spokesman was quoted as telling Medical News that 
“‘Bart’s is not a hot-bed of disaffection’. (The sense of high- 
minded distaste among older doctors was nicely caught in 
another issue of Medical News, where an anonymous columnist 
began one of his paragraphs by saying that ‘in contrast to the 
unfortunate publicity that St Bartholomew’s Hospital has been 
receiving in the national Press, it is refreshing to come across an 
item of news more in accordance with the traditional Bart’s as 
most of us know it... .”) 

The lot of the young hospital doctor became a public issue for 
the first time, ageing consultants shook their heads and said it 
was mutiny, and the B.M.A. found itself, yet again, out of touch 
with the rank and file. It was the action group that now set the 
pace. Within a few months, registrars and housemen found 
themselves better represented in the professional talking-shops 
(a dubious gain), and their claims for more pay and improved 
conditions being considered by the official Review Body on 
doctors’ remuneration. When this reported in May 1966, junior 
doctors found themselves rewarded with carrots of varying 
juiciness. The humblest houseman, the dogsbody of the busi- 
ness, received a thirty-five per cent increase which raised his 
salary to £1,100, but farther up the line the increases became 
more modest. A senior registrar’s rise amounted to only six per 
cent, though he could now reach his maximum salary of £2,550 
after five years in the grade instead of eight. Compared with 
rewards elsewhere for comparable skill and responsibility, junior 
hospital doctors’ earnings remained insultingly low. 

On top of this, the Government decided that the six-month 
freeze of prices and incomes, announced in August 1966, should 
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apply to doctors. GPs were incensed, but at least they had 
already bettered themselves considerably in recent years; junior 
hospital doctors were speechless. Whatever merits the freeze 
might have had in general, to apply it to a part of the profession 
that had suffered for so long seemed viciously unfair. Yet 
another national body, the British Junior Hospital Doctors’ 
Association, was formed, and the B.M.A. made more promises 
to try harder. A few doctors worked to rule, thousands threatened 
to emigrate (some of them did), and The Times ran a fiery corres- 
pondence. There seemed no end to the tribulations of being a 
hospital subordinate. 

As long as it is economically expedient and politically res- 
pectable, housemen and registrars will continue to be exploited. 
This is even more true of coloured doctors, who, though they are 
paid the same as their white colleagues, get the worst deal among 
junior staff. There are 3,000 to 4,000 in Britain, most of whom 
have come here after training and qualifying in India, Ceylon, 
Nigeria and other non-white countries. They want to do post- 
graduate work, but few of them succeed in finding posts at 
teaching hospitals, which are the most desirable places for 
doctors who are working for their Membership or Fellowship. 
An official of the British Postgraduate Medical Federation, 
which concerns itself with foreign doctors, talked about ‘poor 
benighted creatures who come over here and are disappointed. 
They get used as an extra pair of hands. Some of them might 
just as well have stayed in India.’ 

A doctor from Australia, New Zealand or white South Africa 
stands a perfectly good chance of a registrar’s job at, say, Guy’s 
or the Westminster. An Indian doctor who arrives, as most of 
them do, with only a few pounds, and has to get a job immedi- 
ately, finds himself in a dilapidated infirmary in a mining valley 
or a steel-town. This is unlucky for him but fortunate for the 
Health Service, which, like railways and buses, would be in 
trouble without immigrants. A quarter of the junior doctors in 
Britain are coloured, but they are not evenly distributed. Some 
hospital regions in the North of England have as many coloured 
as white doctors; I went to a Welsh hospital where eleven out of 
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fourteen were coloured. ‘Everything is done to dissuade them 
from getting a higher qualification,’ said a consultant — white — 
who is on their side. “Chey can land a job in London as a 
pathologist or a pox-doctor [a venereologist], but that’s about all.’ 

Surgery in particular attracts them, perhaps because to return 
home as a qualified surgeon and set up in private practice seems 
the easiest way to affluence. ‘No one cares if you’ve actually 
done the operations,’ said an African doctor who was working 
for his Fellowship — this complaint about the Fellowship is also 
made by white doctors, but the coloured registrars say they are 
the ones who really suffer from lack of practical experience. New 
regulations, increasing the amount of time that surgeons must 
spend in approved hospitals before being allowed to sit for the 
Fellowship, were introduced in 1965, and made matters still 
more difficult for overseas doctors. 

Coloured doctors complain about a vicious circle, in which 
their lack of background, which is what they have come to 
Britain to acquire, is made the excuse for denying them the jobs 
as senior registrars that they need in order to complete their 
postgraduate training. A brave Lancet article by a coloured 
houseman, Dr L. L. W. Peters, has attacked the system in 
general and its effect on coloured doctors in particular. The 
immigrants’ poor command of English, said Peters, was one of 
the reasons given for denying them the more important jobs 
with good training facilities. ‘Strangely enough,’ he added, 
‘doctors from overseas are deemed able to man the fringe 
hospitals, where many do all the emergency night work which 
allows the consultants the undisturbed comfort of their beds; 
and they do it for junior salaries.’ 

Coloured doctors in the hospital service receive sympathy in 
public and kicks in private. The way they speak is, indeed, held 
against them. I heard a consultant, advising an Indian before he 
took his Fellowship, say that “there is a grammatical form that 
the examiners may, in bad taste, take exception to. Try to stop 
yourself saying, “He’s having disseminated sclerosis,” or “He’s 
having” anything. The phrase is, “He’s got.”’ Poor English is 
Said to be a real deficiency, even a danger to patients (though it 
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would be less of a danger in a well-staffed teaching hospital, the 
kind where black doctors don’t work, than in a small-town 
infirmary, the kind where they do). 

A Welsh GP (young, efficient, Left-wing) said he had been 
having rows with a local hospital because the patients he re- 
ferred there had not only failed to see the consultant but were 
being examined on their first visit by a coloured houseman. It 
was difficult for Indians to take a history, said the GP, particular- 
ly if the patient had a strong Welsh accent; they would keep 
their ears open for a key phrase to a particular system, liver or 
kidneys or stomach, and then start investigating. It sounded a 
Goon Show sort of medicine, but he said it was happening all the 
time. Coloured doctors were not very effective people; they had 
not learned the English way of handling social inferiors without 
letting them know what one really thought; they were often 
impolite to GPs. Another GP said that he tried to be tolerant, but 
it was difficult when you were talking to a registrar on the 
telephone and he persistently misunderstood. ‘I had one once 
who didn’t seem to know any English at all,’ he said. ‘In the end 
I shouted at the switchboard, “For Christ’s sake get me a white 
one.” That was naughty, I admit.’ 

At a small hospital in a gritty town, the surgeon said that every 
blessed junior doctor in the place was coloured. The Hospital 
Gazetteer lists it as being approved for postgraduate surgical 
work, but the surgeon said he didn’t intend to let his registrars 
loose on patients. “They are not as good as Anglo-Saxons,’ he 
said. “Their motives are different. They don’t care about the 
patient. All they want to do is go home and get lucrative jobs.’ 
He said the Indians had photographic memories — they could 
reel off the anatomy. ‘I’ve got a registrar now who’s had two 
shots at his Fellowship already. He hasn’t passed because some- 
one realizes that this is just a man reproducing facts. He’s 
absolutely useless with his hands. But eventually he’ll get it.’ 

The foreign-doctor situation is changing, as the countries they 
come from improve their own training. The flow of doctors from 
India, which has imposed rigorous currency restrictions, 
thinned in 1964, and the hospital service, already with many 
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unfilled posts for housemen and registrars, stumbled deeper into 
trouble. The pool of foreign hospital doctors can be expected to 
evaporate slowly, as they go home (with or without the magic 
letters they came for), or settle for general practice in Britain, 
usually in some undesirable, unfashionable quarter. As foreign 
doctors disappear, hospitals face a shattering situation, and the 
crisis that will develop in the next few years is likely to close 
wards and make National Health patients outside the teaching 
centres even more underprivileged than they are at present. 

The Anglo-Saxon doctor who works his way up the ladder to 
the level of senior registrar is comparatively well off, though he 
can hardly be expected to think so himself. He is on the edge of 
success, and there he may have to wait for many years. It is from 
this small group of doctors — well-qualified, desperately under- 
paid and underprivileged — that many ageing young men have 
emigrated to the U.S. and the Commonwealth. The number of 
senior registrars is small: fewer than 1,500, about a third of 
them in the specialties of general medicine, general surgery, 
mental health and anaesthetics. The choice of specialty may 
have been decided years ago, or it may mean a late switch in 
order to find quicker promotion — consultant psychiatrists and 
anaesthetists are appointed younger than general physicians and 
general surgeons. New specialties are emerging to confuse the 
already complicated scene, where some brands of consultant are 
traditionally looked down on by their colleagues. ‘It is generally 
considered that we go in for our jobs because the competition is 
less and the rewards are great,’ said a senior registrar in ear, nose 
and throat surgery. All the specialties which have expanded 
greatly in recent years—mental health, radiology, anaes- 
thetics — are apt to be regarded as second best. (There is still a 
tendency to talk about the anaesthetist as a gas-man who lives by 
the courtesy of others; this is ridiculous but characteristic. “The 
private patient doesn’t say that he must have this wonderful 
gas-man,’ said the E.N.T. registrar. ‘He’s only interested in 
who’s going to chop him up. So the anaesthetists only get the 
work if the surgeons ask them. They hang around. Some of them 
don’t take holidays.’) 
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The bottleneck at senior-registrar level is broader than it was 
ten years ago, and most of the doctors who reach it will become 
consultants sooner or later. A new grade with the deathly title of 
‘medical assistant’, popularly supposed to have been given this 
name so that it would be obvious it had nothing to do with 
consultants, was introduced in 1964. The idea is to ‘enable 
experienced doctors who are not consultants to make a worth- 
while career in the hospital service’, with a salary of up to 
$3,000, but it will probably be an awkward and unpopular 
grade, like the existing one of senior hospital medical officer. 
What senior registrars want is to be appointed consultants. 
Their salaries have climbed from the £800 or so of their first 
jobs as junior housemen to between £2,000 and £2,500 — the post- 
pay-freeze level. This may have taken ten or fifteen years; they 
are nearing their forties, and now they wait for governments to 
create more posts or for old men to die or retire. 

If they are in London and mean to compete for the best jobs, 
their careers will have been oddly similar. The promising 
registrar has his Membership or Fellowship and perhaps his 
M.D. or M.S. as well. He may have spent a year working in the 
United States, financed by some fund, trust, grant or private 
wangle. Otherwise he will have clung to teaching hospitals, often 
to the same one; to work at any other kind of hospital might be 
disastrous. Research and the papers he has published will be 
among his strongest weapons, and any senior medical registrar 
with fewer than a dozen to his name is considered to be hardly 
trying (surgery is less research-minded). Some have published 
thirty or forty. Registrars are teachers themselves by this time, 
giving students and new doctors much of their instruction, 
especially in London; there, a high proportion of the teaching is 
done by part-time consultants, whose private work may distract 
them. In a leading article that gave offence because it happened 
to be true, the Lancet said (1965) that students ‘not infrequently’ 
had to wait for their chief long after the ward-round should have 
begun, or find the registrar acting as stand-in. It spoke of ‘the 
senior registrars, often aged forty or more, who now act for their 
absent chiefs with great competence and equal bitterness.’ 
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Before the Health Service, a doctor could expect to become an 
‘honorary’ at his hospital in his late twenties or early thirties; he 
had to rely almost entirely on private practice for an income, but 
at least he had broken through into the upper air. The senior 
registrar goes on adding to his accomplishments without moving 
up the ladder. Every few months he hears on the grape-vine or 
reads in the journals that a likely post is vacant, and sends in his 
application. Another twenty, thirty or forty senior registrars will 
be doing the same; people in the same specialty get to know one 
another; if they reach the short-list, they sit around among 
familiar faces in the ante-room, waiting to be summoned before 
the committee, and tell one another that the appointment had 
really been decided before the post was advertised. Sometimes it 
has. The committee set up to make each consultant appointment 
includes, among others, the nominees of a university and a royal 
college, as well as the hospital concerned; but the charmingly 
close connexions of everyone at the top facilitate agreement, 
even if the motions have to be gone through later. 

A senior registrar told me, before he applied for a consultant 
job in a surgical specialty that had not yet been advertised, that 
he knew who was going to get it, a chap called Z. A few weeks 
later (the wheels turn slowly) the advertisement appeared in the 
journals. The registrar sent in his application (six pages, ten 
copies), out of a sense of not wishing to lose the rhythm of the 
thing. He reached the short-list, put on his best suit, and saw the 
committee; Z was there, pale and apprehensive lest something 
had gone wrong, but it turned out just as the grape-vine had said 
it would. Sometimes the situation is reversed, and a promising 
candidate is ruled out in advance because of personal grievances 
that the registrar has been unwise enough to arouse. 

Hospital administrators, and members of hospital boards and 
board of governors,* have an inside view of consultant appoint- 
ments. Some of them-—doctors as well as laymen -—damn the 


* There are fifteen regional hospital boards, in general charge of hospital 
and specialist services, each with a mixed medical and lay membership of 
twenty or thirty. But the thirty-six teaching hospitals have their own boards 
of governors, responsible directly to the Ministry of Health. 
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cumbrous machinery, which demands up to twenty sets of 
applications in some cases, and (said one house-governor) likes 
them to begin: ‘May I respectfully submit?’ It can cost a 
registrar £5 or £10 to prepare his application; sometimes he goes 
to a printer and has it set up in type. Application-making was a 
highly developed art, said the governor, ‘though the only thing 
that makes any difference, apart from the way he wears his suit 
and whether he speaks with a broken Slav accent, is the page of 
his application where he says what research he’s done.’ He was 
cynical, as many people are, about the amount of research done 
by registrars. ‘By the time he reaches safety he’s exhausted,’ said 
a surgeon. ‘He stops bothering about research. He sits back and 
thanks God. It’s rather like ludo.’ 

But after years of waiting, senior registrars are impervious to 
wisecracks. The London teaching hospitals may be stiff with 
protocol, old-fashioned and due to lose their grip on the central 
mysteries of medicine, but they are still the seats of power. They 
even have a certain financial independence. When they were 
brought into the Health Service their endowments were left 
intact, and although they couldn’t survive on their own for long, 
some of them have large resources. Bart’s — the Royal Hospital of 
St Bartholomew, founded 1123 and still on the same site beside 
Smithfield Market —has the useful amount of £7,000,000, and 
according to legend once tried to opt out of the Health Service 
for a year, ‘to show what we can do’. St Thomas’s, on the South 
Bank of the Thames, across the road from the Archbishop of 
Canterbury at Lambeth Palace, has almost as much. Bart’s and 
Thomas’s have the best social standing and the nicest upper- 
class nurses. None of the other teaching hospitals is as rich. The 
London, at Whitechapel, has spent £1,000,000 of the £3,000,000 
it had a few years ago, on building a new wing. Some of the 
smaller teaching hospitals have no more than a few hundred 
thousand pounds. 

There are plenty of distinctions within the charmed circle, 
and a rich hospital isn’t necessarily better than a poor one; but 
any of the London teaching hospitals is, on the whole, more 
desirable than anywhere else. Only when a senior registrar 
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begins to despair of getting a teaching-hospital job in London 
will he try what an administrator called ‘the outer circuit, start- 
ing with the places that sound attractive to live in, St Albans, 
Winchester, Stratford, the Isle of Wight. If he fails there as well, 
then bit by bit he’s down to the less desirable areas.’ The best 
thing is not to despair. 

The advantages of staying in London may decrease as other 
centres develop and build up scientific reputations that will, in 
turn, become social reputations. For the moment they are un- 
beatable. Money is not the only attraction, but it’s a potent one. 
London is incomparable as a centre for private practice, and its 
teaching hospitals have the best share of distinction or merit 
awards, those secret bonuses that seem so fitting to the con- 
sultants who receive them, so infamous to the ones who don’t. 
From 1967, rather more than a third of all consultants, about 
3,200 in England and Wales, receive these awards, which were 
introduced with the Health Service as a means of supplementing 
the salaries of worthy hospital doctors. Only doctors with 
‘clinical responsibility’, that is, with patients, are supposed to get 
them. Merit awards are given for life, and the committee that 
hands them out collects information throughout the country 
about likely candidates to fill the 200 vacancies caused annually 
by death and retirement More than £4,000,000 a year is paid 
out, in four categories. The A-plus man receives an extra £4,885, 
or a suitable proportion if he is a part-time consultant. This is 
equal to the top salary for a full-time consultant, who, if he has 
an A plus, is then drawing a total of £9,770. But only a hundred 
consultants have these plums. More than 300 have A awards of 
£3,700, 950 have B awards of £2,175, and 1,900 have to 
make do with Cs at £925. Awards were raised to these levels 
following the Review Body’s report in 1966, and the number of 
consultants who now get them is about 700 more than it was 
before 1966. 

A brain surgeon has the highest chance of an A-plus award. 
There are only sixty-odd in this specialty in the Health Service, 
and three of them have an A-plus. They are closely followed 
by heart and chest surgeons (four out of one hundred). 
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Psychiatrists and anaesthetists, as might be expected, are at the 
bottom of the table, and though the 1966 increases were likely to 
improve their position, complaints from consultants who feel 
they are not having their share of the cake will no doubt con- 
tinue. Consultants at London teaching hospitals in particular 
have a much better chance of merit awards. This may reflect the 
distribution of talent, but provincial consultants say cruel things 
about the system. So do London doctors who have not been 
favoured. 

Men boil with rage and fill the air with slander. ‘I know a 
physician with-an A plus, and his registrars hide his patients 
from him,’ said a surgeon at a London hospital. An article had 
just appeared in the Sunday Times magazine, signed by ‘A 
consultant physician’, which, among other things, attacked the 
merit-award system, with its secrecy and its permanence, ‘even 
though the recipient becomes prematurely senile or lapses into 
mediocrity.” The surgeon, who was full-time, said his part-time 
colleagues had all been incensed the next day; they couldn’t stop 
talking about it over lunch, wondering what renegade could 
have written such a piece. 

Secret distribution of anything, let alone money, is guaranteed 
to upset non-recipients, and the excuse always offered — that 
publicity would be embarrassing where a junior consultant gets 
an award and his senior in the same hospital doesn’t — is brushed 
aside. Honour should be given where honour was due, a doctor 
said ironically at the B.M.A.’s annual meeting. ‘If one of my 
colleagues is entitled to a merit award, I would like to be able to 
say to him: “God bless you for your wonderful work, even if you 
have kept in with the right people” (Laughter).’ No one, said the 
B.M.7.’s columnist ‘Pertinax’, questioned the committee’s in- 
tegrity. But ‘no one should be in the position of exercising such 
patronage and such power.’ 

Complaints are ignored by the medical establishment, most of 
which is sharing in the bounty. Fellows of royal colleges with 
plenty of private patients are well favoured. Doctors doing 
research, with a few patients, get only a small slice of the cake, 
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except where the department that they work for can arrange an 
overall claim that covers all its staff, clinical (dealing with 
patients) and non-clinical. ‘Very few chaps get awards they don’t 
deserve,’ said a teaching-hospital physician, ‘though I admit 
there are more without awards who do deserve them. They take 
bearings on a particular person from multiple angles. What do 
colleagues think, what’s his published work, what’s his willing- 
Ness to serve in the community — though this doesn’t rank high. 
His actual ability comes into it. Whether he’s a good and consci- 
entious timekeeper. Whether a chap like myself is prepared to 
do necessary work for an honorarium that isn’t worth the taking, 
sit on postgraduate committees and so on.’ 

It is, on the whole, a subject about which it is bad form to ask 
questions. ‘I don’t know what any of my colleagues have got,’ 
said an obstetrician, who has one himself. ‘I’ve never asked. It’s 
like talking about your sexual habits — you just don’t.’ 


Those who succeed in climbing the ladder and becoming 
consultants are safe but not always satisfied. Some are content to 
look forward to twenty or thirty years of straightforward 
practice, perhaps enriched by the prizes of Harley Street. The 
system still assumes that this is the natural course of events, as 
indeed it is for the majority. It’s true that the more complex the 
specialty, the less the chance of private practice. Patients (or 
their insurers) may be able to afford operations on gall-bladders 
and appendices and growths, but surgery on the heart and brain 
would cost a small fortune; the surgeons who do it are working 
mainly inside the Health Service (which is why thoracic and 
neuro-surgeons have so many merit awards). Medicine as a 
whole is becoming so complex that the individual performer will 
soon seem an archaic figure, mumbling the magic formula, 
‘bedside medicine’, obsessed with the gentlemanliness of his 
profession. But the London system is still rooted in this archaic 
individualism of the part-time gentleman. A registrar may try to 
be a scientist, but even when he succeeds in doing research and 
experimental work in wards and laboratories, his appointment as 
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consultant, when it arrives, is unlikely to provide for anything 
beyond the routine of seeing patients. As a junior he is expected 
to improve his chances with an impressive list of publications, 
but to want to go on doing research once he becomes a con- 
sultant is regarded as eccentric. 

Dr V, aged forty-one, the physician in the Harley Street 
chapter who talked about the ‘warmth and satisfaction’ of treat- 
ing grateful patients, was in this situation. He was not com- 
mitted to the laboratory or the bedside approach to medicine, 
and by carefully managing his affairs he had succeeded in com- 
bining the two. He had six sessions at his teaching hos- 
pital, his income from this being about £1,600, less than he 
earned as a senior registrar. He had two half-days a week to see 
patients in Harley Street, and he had already built up a modest 
private practice. But he also had three research sessions, 
financed by a grant from a charitable foundation, which enabled 
him to work in a laboratory for a day and a half a week — though 
he gave it more time than this, and often went back there in the 
evening, when he finished his day in hospital or his afternoon in 
Harley Street. These sessions were likely to end soon, and when 
they did he knew he would be lucky if he could get more of 
them. He could have had a full-time job in a professorial unit 
(see Chapter 4), but this would have meant including himself in 
the fringe, and he’s a mainstream man. He said he thought the 
real threat to British medicine was that the clinicians (the bed- 
side people) no longer know what the laboratory men are talking 
about. The profession, he said, didn’t realize that it was losing 
touch with scientific disciplines. ‘I try and sit astride the gap, 
and I get mistrusted from both angles. The academic people 
think I’ve gone down the drain because I’m in Harley Street. 
The part-timers thought I was going to give up research when I 
became a consultant.’ 

Dr V had some cautionary tales about the abuses of scientific 
medicine — how a doctor or a unit, engrossed with one set of 
investigations, can overlook a disease, how a patient can be 
plucked away and investigated unnecessarily. “The most im- 
portant thing in modern medicine’, he said, ‘is to get on the right 
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conveyor-belt. If you don’t, God help you.’ But he uses his 
evidence to enjoin caution, not to try and prove, as some doctors 
do, that science is a dangerous fashion adopted by a handful of 
wild men. Dr V’s dilemma runs through medicine. The ladder 
isn’t as firm as it was. 


CHAPTER FOUR 


THE SCIENTISTS 


Besides his soft death, the incurable state of his disease might 
somewhat extenuate your sorrow, who know that monsters but 
seldom happen, miracles more rarely in physic. 

- Sir Thomas Browne, Letter to a Friend 


DOCTORS are becoming used to the idea that medicine is a 
juggernaut, difficult to control. Information is accumulating so 
fast that a doctor who wants to read the last literature on 
‘absorption from the small intestine’ or ‘blood-flow in the lung’ 
may have to spend a weekend in a library, digging out -refer- 
ences. The chemistry of juices, fluids and tissues is being 
examined in an attempt to understand diseases that have already 
been defined, and define new ones that have never been recog- 
nized. The mechanics of lungs and heart are being studied by 
refined techniques which record pressure, flow and volume in 
inaccessible places. The nature of cells, their growth and decay, 
is under scrutiny on a wide front. Viruses will go the same way 
as bacteria when the present lines of research lead to substances 
that can kill the bug without killing the patient. Machinery is 
increasingly used, both to provide treatment and to obtain and 
process information. There are pumps to maintain circulation 
when the heart is by-passed and operated on, radio oscillators to 
implant under the skin and keep the heart beating regularly, 
mechanical kidneys to clean the blood. There are systems to 
monitor heart, brain, blood and skin continuously while patients 
lie in bed. A ‘radio pill’, swallowed by a patient, will transmit 
information on the digestive tract. There is much apparatus to 
analyse blood and gases rapidly. Fortunately for everyone’s 
sanity, there are, or will be within the next decade, computers 
programmed to help handle the information. 

The outsider, looking at the titles of papers that appear by the 
thousand each year, may feel vaguely comforted. ‘The majority 
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of doctors would understand little about the subjects them- 
selves: either it wouldn’t be their specialty (the cardiologist rips 
out the papers on hearts and hardly glances at the rest), or they 
are GPs, and not specialists at all. But the outsider is glad to feel 
that inside the profession, all over the world, battles are being 
won-—even if the forces of progress advance slowly, under 
banners with titles like ‘The distribution of blood and gas within 
the lungs measured by scanning after administration of 13*Xe’ 
and “A new genetic abnormality resulting in galactose-1-phos- 
phate uridyltransferase deficiency’. 

The journals that report progress are themselves a part of the 
upheaval. There are at least 6,000 of them in the world. Among 
the English-language journals quoted in references in a few 
issues of the Lancet and British Medical fournal, the two main 
‘general’ medical magazines published in Britain, were: 


British Heart Fournal, British fournal of Ophthalmology, British 
Journal of Clinical Practice, British Journal of Haematology, 
British Fournal of Cancer, American fournal of Medicine, 
Journal of the American Medical Association, American Journal 
of Surgery, New England Journal of Medicine, Bulletin of 
fohns Hopkins Hospital, Neurology (Minneap.), Cancer 
(Philad.), Medicine (Baltimore), Canadian Medical Association 
journal, Fournal of Experimental Medicine, Journal of Physi- 
ology, fournal of Neurosurgery, fournal of Endocrinology, 
Endocrinology, Gastroenterology, Anaesthesiology, Haema- 
tology, Surgery, Circulation, Tubercle, Brain, Blood and Gut. 


Nearly everyone agrees that too much is published, and usual- 
ly republished in the form of ‘reprints’. The author then distri- 
butes them all over the world to inquiring doctors and institutes, 
who, as often as not, will have sent him irritatingly anonymous 
postcards, with all but the title of the paper already printed in 
half a dozen languages. Doctors would be hurt if they were not 
asked for reprints, but they also grumble at the cost. A reprint of 
a long article may cost six or seven shillings a copy. Many of 
these requests come from.the United States, where medicine is 
so much more affluent, and where distributing one’s reprints is 
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looked on as a legitimate way- for a consultant to advertise him- 
self to other doctors (the Journal of the American Medical 
Association published about 650 ‘major contributions’ 1n one 
year, and received 960 reprint orders for an average of nearly 
2,000 copies per order). 

In Britain, the weight of contributions falls most heavily on 
the Lancet and the British Medical fournal, both weeklies of 
high reputation. The Lancet, founded in 1823 and now owned 
though not interfered with by Hodder & Stoughton, the 
publishers, is the more radical of the two, with, according to its 
deputy editor, no prescribed policy for contributions. ‘We take 
things because they’re. of interest at the moment. They are on 
the boil and we like to pick them up. For example, in 1958 the 
chromosome business began. We took it up and now it’s rather 
an embarrassment. We’ve got too many chromosomes, and 
readers complain.’ The international circulation is 38,000. Less 
than a fifth of the material sent in is accepted, and the seven or 
eight articles at the front, occasionally of general medical 
interest but more often obscure to the non-specialist, cover most 
aspects of medical science. The only contributors who are paid 
are the authors of unsigned leading articles, and assessors who 
receive a few guineas a time for reporting on particularly 
esoteric contributions. Five or six doctor-journalists are on the 
staff, working in a cramped but elegant Adam house off the 
Strand; people make jokes about the period lift. It’s worth 
looking at the Lancet for occasional curiosities like “The 
Teeth as Weapons. Their Influence on Behaviour’. “When man 
is under stress, he will sharpen his teeth. To prepare for an 
emergency he grinds his teeth together—innately and 
unconsciously.’) 

The British Medical fournal, sent free to the 70,000 doctors in 
Britain and overseas who are members of the British Medical 
Association and bought by another 15,000 subscribers at four 
shillings a copy (twice as much as the Lancet), is a fatter publi- 
cation, containing chunks of medical politics largely for, by and 
about GPs. The proportion of specialized articles is smaller, but 
it has the same section of seven or eight near the front. So in 
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these two journals alone, 700 or 800 scientific articles appear 
every year. 

But any cosy feeling that dragons are being slain hourly by 
medical saints is a shade optimistic. There is enormous ig- 
norance; disagreements multiply; each layer of discovery un- 
covers a layer of fresh problems. The body’s response to 
elements in its own tissue, against which it forms protein anti- 
bodies, is part of a complex mechanism of ‘auto-immunity’ that 
was scarcely suspected ten years ago; it may be the underlying 
cause of such various diseases as rheumatoid arthritis and 
ulcerative colitis, but for the moment, auto-immunity is creating 
difficulties, not solving them. Diabetes and blood pressure are 
turning out to be unexpectedly complicated states of health. 
Arguments overflow into daily newspapers about the effect of 
diet on heart disease or the merits and dangers of anti-coagulant 
drugs. 

Obvious things turn out to be not obvious at all. No one 
knows what starts labour in a pregnant woman. Sleep is a 
mystery, and so is ageing. The way in which anaesthetics work is 
unknown. Deaths from appendicitis continue to fall, but the 
cause of the inflammation remains undiscovered (whatever it is, 
it isn’t pips). There are various theories to explain varicose veins. 
Stomach ulcers have been the subject of prodigious amounts of 
research, but apart from treatment by surgery (which, says the 
Lancet, ‘has for the past half-century been hotly disputed to the 
point of boredom’) the doctor is still helpless. Most disappoint- 
ing of all, cancer is as stubborn as ever. Sophisticated treatment 
by surgery, drugs and radiation has improved the picture with- 
out fundamentally altering it; prevention offers the most hopeful 
solution, with the ultimate answers still to come from the labora- 
tory, when more is known about fundamental cell biology. 

The effect of all this on many younger, research-minded 
doctors is to make them confident in general but sceptical in 
particular. Everything is in the melting-pot, though the more 
willing they are to accept this, the more difficult it is for them to 
understand the point of view of the old-fashioned doctor whose 
authority rested on the assumption that he knew the answers. 
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‘Intellectual nihilism is the very stuff of which scientists are 
made, but it is scarcely convenient for a practising physician,’ 
said the Regius Professor of Medicine at Oxford, Sir George 
Pickering, in 1964. 

The impatience and arrogance of scientific medicine are in- 
evitable since it does so many things that no one has done before 
and makes them into a routine. There are always fresh improba- 
bilities to digest — artificial hearts (which are feasible), or disem- 
bodied brains (which can already be made to live briefly outside 
the monkeys they came from), or resurrection (which has been 
tried more than once). Restarting the heart after it has stopped, 
if it can be done in the few minutes before the brain dies for 
want of oxygen, is now a conventional procedure. But students 
at a London teaching hospital were told by a surgeon how the 
body of someone who had just died was taken from the hospital 
mortuary and an attempt made to revive some of its functions. 
Using an artificial pump, as in a conventional heart operation, 
the circulation was restarted, and gas-exchange processes took 
place in the lung. The heart wouldn’t beat; there was some 
grisly speculation as to whether they were performing an opera- 
tion or a post-mortem, and what, if anything, the relatives 
should be told. 

Research-minded doctors are sometimes irritated by the way 
their orthodox colleagues issue awful warnings at first, and then, 
when the technique is established, quietly adopt it themselves. 
Many of the elaborate investigations carried out on patients do 
have a risk (see Chapter 9), but the final answer, even if few 
doctors would be prepared to put it in so many words, seems to 
be that there is no alternative if medicine is to advance. Thus the 
difficult piece of research eventually becomes an everyday 
-routine. Twenty years ago, few doctors thought of obtaining 
information about pressures and flows inside the heart, and until 
more recently, many senior consultants thought cardiac cathe- 
terization, which means introducing a thin tube into the heart, a 
very rum and unnecessary business; some of the elders would be 
incapable of doing it themselves, but the measurements are now 
accepted as a routine. 


84 


The Scientists 


Computers are at an earlier stage. Their use throughout 
medicine has been predicted in detail, but the implications are 
sO enormous that it is easier to ignore them or to make jokes 
about the bedside manner of robots. What doctors are used to 
are the lists of new inventions reported in the journals week by 
week, Forceps for Measuring Skin-fold Thickness and Right- 
angled Knife with Detachable Blade and Blood Heater for use 
in Transfusions. Even powered limbs and artificial kidneys are 
reinforcements for the doctor, whereas computers, if some of the 
uses suggested for them come about, look dangerously like re- 
placements. The profession’s fear of being nudged from the 
centre of the stage colours sales-talk by the British and 
American electronic industries, which are already making large 
amounts of other medical apparatus, and obviously want to see 
computers in medicine. Electrocardiograms—the complex 
graphs traced by electrical impulses from the heart — are being 
scrutinized by computer. A ‘personality adjustment test’, where 
the patient answers 550 questions with an electro-sensitive 
pencil, and the results are put into a computer which produces a 
‘personality profile’, was in routine use at the Mayo Clinic in 
Rochester, Minnesota (1964). And annual sales of medical elec- 
tronic equipment in the United States were estimated at 
£117,000,000 in 1966. 

In Britain, the computer firms are torn between enthusing 
about the product, and soberly insisting that the doctor is being 
helped to make up his own mind, not in any way replaced. ‘It’s 
rather like ringing up a colleague and asking, “What are the 
possibilities?” ’ said one enthusiast, a non-medical scientist. The 
views of doctors, he said, always tended to be private and 
personal. ‘People write articles in the B.M.. and say, “Look, I’ve 
collected 75 cases, isn’t that marvellous?” Well, it isn’t. The 
unaided eyeball-cerebral faculties of the doctor, as I call them, 
can now be extended in so many ways. Let’s presume that the 
president of a royal college, the fount of all knowledge, delivers 
400 babies a year. This year two of them have abnormalities, 
next year four. What does this mean? Nothing. A few is what he 
expects and a few is what he gets. The consultant says to me, 
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“But this is my profession, my art, my hunch.” My answer is 
easy. All the computer is going to do is to process statistics. God 
didn’t give him the hunch; he got it because of his experience.’ 

Others are suspicious of too much enthusiasm. A London 
consultant who is helping to develop and introduce electronics 
in hospital said that when it came to using computers for diag- 
nosis, certain ‘rather grand ideas’ were floating about. “The 
theory is that you put a lot of patient-data into a computer, and 
find how many people with red hair have such-and-such a 
disease. The difficulty is that the definitions on which you work 
are not standardized. The subject’s sensations are different. 
There’s an awful lot of work to be done on the basic tabulation 
of things.’ 

But the work is being done, and the computer will eventually 
become as acceptable as the stethoscope. Sir Macfarlane Burnet, 
the biologist, was quoted as saying (1964) that data-processing 
machines would soon be applied to studying the genetic and 
medical aspects of whole communities. If the forecasts of Burnet 
and others are realized, then mathematicians, demographers and 
electronic engineers will soon be indispensable to medicine — no 
doubt insisting on more status and better rewards than medical 
auxiliaries have been used to in the past. 

Drugs are the most everyday but perhaps the most contro- 
versial aspects of scientific medicine. The discovery in Germany 
in the early 1930s that a red dye killed microbes led to Prontosil, 
the original sulphonamide, first used to treat puerperal sepsis, a 
dangerous complication of childbirth, at Queen Charlotte’s 
Hospital in London in 1936. In 1935, 647 women died of this 
condition in Britain; thirty years later, the figure is usually 
below ten. Prontosil and then penicillin began the modern drug 
industry, which was estimated in 1964 to have 100,000 prepara- 
tions on the market, increasing by ten per cent a year. As with 
electronics, a large industry is anxious to press its wares on 
doctors; but unlike computers, which are disturbingly new, 
drugs, however potent, allow the doctor to function in the same 
old way as when he was prescribing a handsome pink mixture of 
cochineal, cinnamon, caraway and glycerine. Lives can be saved 
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quickly and simply by the stroke of a pen on a prescription form, 
and so the pharmaceutical revolution has been welcomed and its 
weaknesses overlooked. 

The ethics of drug-testing are mentioned in Chapter 9. There 
is a tension between salesmen and scientists that gives the drug 
industry a peculiar flavour, and throws a wry light on the 
doctors who find themselves in the middle. Some of them work 
as scientists, alongside other specialists who are testing raw 
compounds; between fifty and a hundred are in this category. 
In the early stages of drug development, some doctors are 
minions and others have authority; it depends on the firm and 
the product. When a drug emerges from the laboratory, the 
usual course is for it to be tested first on animals and then on 
volunteers within the company. Next it has to be tried out on 
people who are suffering from the condition it is meant to cure. 
This means persuading doctors to use it, either by paying them a 
fee, which happens both in general practice and in hospitals, or 
by making them sufficiently interested to want to try it for its 
own sake. The drug-company doctors who do the persuading 
are doing what one of them described as ‘a very nebulous job, 
though as far as one can get the essence of it, it’s liaison between 
the industry and the profession. We all have our body of con- 
tacts. It’s all done on a personal basis.’ Doctors outside the drug 
industry tend to look down their noses at them. 

At the same time, many of these advisers (who are whole-time 
employees) are at work on the marketing side — perhaps lectur- 
ing to the reps who will hawk the developed drugs round the 
profession, perhaps vetting or even writing the advertisements 
for the medical journals — the idea being to make the ads as 
dramatic and hard-selling as possible, with harrowed patients 
and exciting promises where necessary, but free from any vul- 
garity and extravagance that the journals might object to. (Even 
so, the Lancet asks for some change to be made in a small 
proportion of new advertisements.) 

The doctors in this part of the machine are circumspect. A 
senior Official of a large drug company, a layman, said his doctors 
all realized they were members of a team. ‘It doesn’t necessarily 
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mean that because he’s medically qualified, a man knows all the 
answers. Let’s get this straight. There’s a lot of give and take 
about this.’ 

One of the doctors on his staff, who was with him, interjected 
helpfully : ‘Medicine isn’t an exact science’, and the official went 
on to say that their relationship with the medical staff was 
extremely good. A doctor in the pharmaceutical industry was a 
tower of strength in his own right. “The doctor’s position in the 
industry is an important one,’ he said, then spoiled it by adding: 
‘But no more important than the director of product research or 
the director of pharmacology.’ 

On the other side of the fence, doctor-scientists come into 
their own again when the drug firm has interested them in a new 
product, and clinical tests are under way. In a drug-experiment 
I saw at a provincial teaching hospital, the subject was a student. 
Volunteers are hard to get, and this one had been found at the 
last minute. The professor in charge said he preferred students 
to young doctors, since there was a hint of pressure if he asked a 
junior colleague to volunteer, whereas students were decently 
remote. Three doctors, including the professor, and a technician 
were waiting for the student when he arrived at 9.30 a.m., look- 
ing a little nervous. He was asked (perhaps for my benefit): 
“You’re satisfied? You’re a genuine volunteer?’ The nature of 
the experiment — to test combinations of drugs to lower blood 
pressure — was explained, and he was given a form to sign and 
told: “This is really a formality recommended by the Medical 
Research Council. It doesn’t remove our obligation to be care- 
ful.” The form read: 


I agree to participate in a special investigation, the nature of which 
has been explained to me and which is designed to advance the 
understanding of drug action and treatment. I understand that this is 
not part of my own treatment and that it may involve the use of drugs 
which may alter the blood pressure. I understand that this admini- 
stration of drugs and the measurement of their effects will involve the 
introduction of a needle followed by a fine tube into an artery and/or 
vein. 
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A doctor said: ‘You'll find the worst thing is the tedium and 
the having to lie reasonably still’, and at 9.45 the student took off 
his jacket and tie, unlaced his shoes, and climbed on to the red 
couch, which had a clean pillow covered with a sheet of paper. 
The apparatus looked comical rather than menacing. Under the 
couch was machinery to tilt it, and above the foot of it was a tall 
Meccano-like framework, rising up towards the ceiling, support- 
ing a bicycle-seat, pedals and weighted wheel for measuring 
effort. This was not in use today. 

The student was given a local anaesthetic in his left arm, and 
the thin tube that would carry the chemicals inserted and taped 
to the skin. By 10.30 an inflatable cuff had been fitted to his right 
arm for measuring blood pressure, and leads to an electrocardio- 
gram had been applied, one on his right wrist and one on each 
leg. —Then the experiment began, with everyone talking in 
whispers and moving about as little as possible while each dose 
of drug was being given, since any disturbance can raise the 
blood pressure, and so introduce an unwanted factor into the 
experiment. Every half-minute one of the doctors squeezed a 
bulb, inflated the cuff and wrote down the blood-pressure. 
“Become a vegetable, if you will,’ he said. ‘Close your eyes if you 
like.’ 

The student lay quite still. A motor whirred on a bench, 
pumping in the drug at a measured rate, a woman’s heels 
crossed the ceiling sharply from corner to corner, the electro- 
cardiogram ticked. Later, they tried tilting the couch. The com- 
bination of lowered blood pressure and semi-upright position 
may starve the brain of blood, and the subject sometimes faints. 
They cranked him up, and his feet rested on a metal plate across 
the couch. After a minute or so he began to look pale. But his 
eyes stayed open. 

“How do you feel?’ said the doctor who was squeezing the 
cuff. 

‘All right.” 

‘Pity.’ 

‘Except when I was tipped, for a few seconds.’ 

“You’re compensating,’ said the doctor, and they cranked him 
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back again. Presently they tried it a second time, and he nearly 
passed out. When I left, at one o’clock, they were coming 
towards the end of the experiment. The student would soon 
have been back in the medical school, his arm slightly sore, 
chewing dexedrine to stop him feeling giddy. It had taken ten or 
eleven man-hours (not all four of them were present all the 
time); another set of statistics had been produced; science had 
marched forward another millimetre. 

For concentrated research-and-development medicine in 
action on patients, the place to look in Britain is the Postgradu- 
ate Medical School at Hammersmith, in West London, next 
door to Wormwood Scrubs Prison. Here, a ‘medicine of com- 
plete investigation’ is practised, to the accompaniment of some 
indifference and hostility from conservative doctors else- 
where — though it used to be worse than it is now. Most of the 
staff is full-time, and instead of the usual London-teaching- 
hospital pattern, where everything turns on the system of small 
firms, the doctors are organized in academic departments, and 
work in groups that integrate all the available skills. To look 
after 600 or 700 inpatients, and 2,000 outpatients every week, the 
Hammersmith has a staff of about eighty full-time and thirty or 
forty part-time consultants, together with several hundred 
junior doctors (two thirds of them from overseas), working for 
higher qualifications. 

Every year, ninety or a hundred papers are pumped out by 
Hammersmith doctors. Research is a natural activity. They 
pioneered cardiac catheterization in Britain, and were the first to 
do it on a large scale. Liver biopsy — taking fragments of liver for 
examination—was also developed at the Hammersmith. A 
doctor there said that both this and liver biopsies were ‘frowned 
on by our colleagues at the time, yet both are done routinely 
now. The innovator will always be looked at with suspicion, 
particularly if he’s using techniques that have not been used 
before.’ The hospital is a centre for heart surgery, which in turn 
would be impossible without the investigations. 

Many though not all the patients at the Hammersmith are 
there because they have interesting conditions. The list of 
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matters under scrutiny in different parts of the rambling institu- 
tion is formidable, and includes the circulation of blood, the 
mechanics of breathing, the transplantation of kidneys and other 
organs, and the complications of bronchitis. Some striking set- 
pieces include the intensive-care unit, where a patient who has 
had a heart attack lies plugged in to banks of equipment behind 
a curtain, watched over by nurses and closed-circuit television. 

In terms of people, you get the flavour of the place at one of 
the Wednesday rounds, where the cases are described and dis- 
cussed in a large lecture theatre. Seventy or eighty doctors, 
perhaps, watch other doctors present a girl of ten with a leaking 
heart, a man with faulty lungs. The patient comes in through a 
side door, like an actor from the wings, in dressing gown and 
slippers; the Professor of Medicine smiles and says a few words, 
perhaps some questions are asked, the patient goes out again, 
having made what amounts to a symbolic appearance, and the 
case is discussed with a mass of detail. ‘We lost touch with this 
girl for some years,’ says a doctor, ‘but in spite of or perhaps 
because of the lack of care, she’s done extremely well.’ (Every- 
one laughs at this. One of the consultants whispers that it’s ‘the 
complicated laughter of helplessness, you might say.’) Some 
doctors at the Postgraduate School claim that at a session like 
this, the willingness to argue, the absence of dogmatic assertions 
by great men who mustn’t be contradicted, has helped to estab- 
lish a new teaching tradition. Critics of the Hammersmith say 
this is nonsense. 

An outsider may exaggerate the antagonism between the two 
sides— the more academic doctors at Hammersmith and at 
certain hospitals outside London, and the more buccaneering 
part-timers at the undergraduate teaching hospitals in 
London — basing his impressions on the wilder remarks he hears. 
It is true that what doctors from both camps have in common is 
more important than what separates them, and that Hammer- 
smith-type doctors have no monopoly of progressive attitudes. 
But there is certainly a sharp division between ‘Hammersmith’ 
ideas and the more traditional ideas of how medicine should be 
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organized; and the undergraduate hospitals, though they are 
themselves changing, are still rooted in the past. 


When half the present-day consultants were medical students, 
they might have read, in one of the standard prewar textbooks, 
that in cases of bronchitis, ‘if possible the patient should winter 
abroad, in Europe or North Africa.” Under ‘lobar pneumonia’ 
they would have learned that ‘Hippocrates noted that the crisis 
frequently occurred on an odd-numbered day’, and been 
advised to feed the patient on calves’ jelly, Horlicks and beef tea. 
The advice has changed but the flavour of the old school lives 
on, and irritates the rising young men. At Hammersmith you 
hear a young full-time doctor caricaturing, rather unfairly, the 
part-time consultant’s solemn handing-down of bedside lore: ‘T 
well remember Sir Egbert telling me, always examine the patient 
in an easterly light.’ The argument is that medicine is now too 
complicated to be practised, taught and advanced by means of 
part-time consultants and scattered institutions. 

The Postgraduate School, founded in 1935 as the first ‘uni- 
versity hospital’ in England, broke with the tradition. At least 
one undergraduate teaching hospital, the Middlesex, was pro- 
posed as the home for the new school. But although Lord 
Dawson of Penn, President of the Royal College of Physicians, 
was the chief advocate of the scheme, the central establishment 
didn’t want its ways disturbed. Aptly and symbolically, the 
school was forced to take an inconvenient site in the suburbs, 
where it is still vainly trying to persuade London Transport to 
build an Underground station nearer than East Acton, three 
quarters of a mile away. It was grafted on to the existing Ham- 
mersmith Hospital, formerly a workhouse known locally as the 
paupers’ paradise, and in theory the two institutions, school and 
hospital, still co-exist. In practice, the school is everything. The 
University of London is the real authority, and most of the 
senior staff have academic titles — professor, reader and lec- 
turer — and are honorary consultants to the hospital itself, which 
provides the beds and the setting for the school. 

The next encroachment by the university on the old order 
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came at the end of the Second World War, when the specialized 
hospitals in London (Great Ormond Street for children, Moor- 
fields for eyes, and so on) were brought together as a series of 
institutes in the British Postgraduate Medical Federation, of 
which Hammersmith is the largest and most important unit; in 
all there are now fifteen institutes in London. Some still lack 
proper research and laboratory facilities, and there are plans to 
regroup them in larger, more effective units. A report in 1962 by 
the University Grants Committee-which gives universities 
their money from the Government - said flatly that ‘the post- 
graduate hospitals and Institutes are, in general, not now in a 
position to lead in their specialty. The fundamental contribu- 
tions to knowledge and the major technical advances have been 
tending to come in the last quarter century from those working 
in institutions with wider contacts and greater ranges of tech- 
nical aids than most of these Institutes possess.... It seems 
inevitable that the dice will be even more heavily loaded against 
isolation in the future.’ 

The most difficult nut for the university to crack is the nexus 
of twelve undergraduate teaching hospitals: Guy’s, Bart’s, 
Thomas’s, Charing Cross, the London and the rest. The system 
that combined the care of patients, and training doctors by 
apprenticing them to their seniors, was already developed a 
century ago. The medical schools at these hospitals are now 
financed by the University of London, but they grew up as part 
of the hospitals, and they are still dominated by the part-time 
consultants. What the University Grants Committee has been 
doing is to infiltrate hospitals by setting up professorial units, 
staffed by doctors who have no private practice, and who can 
devote themselves to hospital work: looking after patients, 
teaching, and research. The University of London pays their 
salaries, and their work with patients is honorary, except when 
they qualify for merit awards. Because it controls the money for 
medical schools, the U.G.C. has been able to overcome the 
strong distaste felt by many of the London teaching hospitals. At 
University College Hospital, the medical unit was set up before 
the war; it has two professors and fifty-two beds, and is com- 
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paratively powerful. Some hospitals have had to be bludgeoned 
by the U.G.C. in the last few years, and are now fighting a 
rearguard action by keeping the medical and surgical units as 
isolated and underprivileged as they can; if they can tuck a 
professor away in the basement, they will. “They’ve paid lip- 
service to the idea,’ said one of these professors, ‘but they want 
to make sure we stay at the bottom of the ladder.’ A doctor at the 
Postgraduate School talked about the professorial units with a 
mixture of sympathy and contempt: the professor ran a little 
unit, he earned far less than his part-time colleagues, and he was 
treated accordingly: ‘He’s not allowed to develop his unit, and 
he’s given very little respect within the hospital.’ 

The private invective in corridors and dining-rooms is 
wonderfully barbed. The old guard talk about ‘cold, calculating 
scientists’, which is what they seem to feel in their bones, then 
try to make their instinctive dislike sound rational: ‘It is only by 
keeping your wits sharpened in private practice that you can be 
a real doctor.’ Or, like one consultant, they talk about the need to 
‘appreciate the socio-economic factors that come into a patient’s 
illness. The part-time chap doesn’t live in his lab. He goes into 
people’s homes — he may be going into an expensive block of 
flats in Park Lane, or he may be going to the top of a Peabody’s 
Building and seeing an eighty-four-year-old charlady — and these 
different angles have to be taught to students.’ The idea of 
Harley Street consultants spending much time visiting char- 
ladies is such a desperate fiction that it suggests a shortage of 
arguments. 

Doctors on the other, whole-time side are better equipped. 
‘Ah, yes,’ said a surgeon, ‘the part-timer is very good at washing 
his hands and talking to the Duchess.’ A colleague spoke sarcas- 
tically about a friend, a young gynaecologist in Harley Street, 
whose energies went in looking after the wives of ‘affluent 
suburban shop-kKeepers’. The charge that ‘scientific’ doctors 
experiment on their patients is likely to be rebutted with the 
remark that, on the contrary, an academically oriented hospital 
is so experienced at the business of investigation that it is less 
likely to make a botch of some sophisticated probe than a hos- 
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pital run on traditional lines. “The undergraduate teaching 
hospitals are becoming the Japanese of the world,’ said a full- 
time doctor, “because they’re teaching a medicine that has been 
designed elsewhere. It’s the same as the choice in cars or mis- 
siles. If we want a medical profession that can hold up its head, 
we've got to have university hospitals that will do more than look 
after sick patients. I don’t lie awake at night and worry about an 
individual case, but I will worry about the biological problem.’ 
Medicine, he added, exaggerating his case as many of them do, 
was too bloody complicated for him to go to his hospital twice a 
week. 

Another academic doctor agreed there was a ‘grain of truth’ in 
the charge that research-minded people could be careless over 
patients. ‘Some biochemists, for instance, would be bored by 
patients. I wouldn’t want them to see my patients, but I’d want 
them to do the biochemistry.” But he had no doubt that ‘the 
domination of the teaching hospital by the part-timer is one of 
the things that is delaying the advance of British medicine. My 
solution is to stop Harley Street, so that consultants see their 
private patients only in the hospitals instead of wasting time 
moving around London. Why shouldn’t there be a snob appeal 
in going to see professor so-and-so at his hospital?’ (Full-time 
doctors often do treat private patients — usually from abroad — in 
hospital. The fees go to amenity or research funds — and some- 
times find their way back to full-time doctors in the shape of 
travel grants, thus making the whole business look slightly less 
altruistic.) 

The Lancet is more aware of the ‘part-time’ arguments than 
any other medical journal. An anonymous article by a surgeon in 
1964 unfavourably compared the part-time situation in London 
with the different state of affairs in provincial medical schools, 
where, since the war, the universities have been paramount. 
“Medicine, and with it surgery,’ said the article, ‘goes forward in 
the provinces not only because the sciences are right behind 
them but also because the ethos of university is pervading 
medicine. Teachers of clinical medicine are beginning to look 
like dons and concern themselves more and more with facts.’ 
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At a provincial teaching hospital, the professor is the central 
figure. The space and facilities for research at one department of 
surgery I visited (in Birmingham) made their London equiva- 
lents look threadbare. In 1965 the Lancet printed a leading 
article, ‘The Part-Time Teacher’, which put the boot in while 
examining the ‘divorce of university faculties from undergradu- 
ate teaching hospitals in London.’ It critized the isolation of the 
schools and the demands of private practice and brought letters 
calling it offensive, vulgar and defamatory, as well as a criticism 
from an anonymous senior registrar who wanted to know why 
the Lancet had been so gentle in its rebuke. ‘In one department 
of a well-known teaching hospital,’ he wrote, ‘the consultant 
may not only fail to turn up for his session but may even take his 
registrar along to help him with his private work, thereby reduc- 
ing the staff still further.’ 

But the part-time consultant in London still represents the 
mainstream. A number of academic units lack prestige, and even 
a place like the Hammersmith isn’t all honey. An academic 
doctor is on a contract, say for five years, and, paradoxically, 
lacks the security of the part-time consultant. Once he is com- 
mitted to full-time medicine, he becomes part of a special 
circuit; if he wants to rejoin the mainstream, he may try for 
years, only to find that his bridges back have been burnt. With 
the lack of prestige goes the lack of money; this is why the 
part-time circuit can look tempting after a few years among the 
academics. The Hammersmith is comparatively well-off, but 
academic medicine in general, and research in particular, is 
under-financed; the grants made by the Medical Research 
Council, by private foundations and drug companies, and by the 
University Grants Committee, are nowhere near enough to feed 
the appetites. Tussles that would be hilarious if they were not so 
desperate and time-consuming go on between the doctor and the 
organization. The professorial unit at a teaching hospital that 
wants to do research is for ever cadging and wheedling. Most of 
the younger research doctors are in temporary jobs, lasting one, 
two or three years at a time. Ten or twenty letters may pass to 
and fro, and there may be much telephoning and lobbying, 
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before the money to employ an extra doctor is found. The 
Medical Research Council, which is criticized for being too 
cautious in its support, insists that it gives as liberally and wisely 
as it can. It does its best to paint a rosy picture of the number of 
projects that it supports with £12,000,000 a year, but im- 
poverished professors complain that the M.R.C. has a knack of 
talking them out of requests for money, and shooing them off 
elsewhere, without formally refusing to help. 

The excitements of ‘frontier-pushing medicine’ (some doctors 
actually use the phrase) can pall. ‘It’s like the sorcerer’s appren- 
tice,’ said a researcher — a man with a world reputation, sitting 
cramped in his office, his in-tray full of invitations to sym- 
posiums and conferences. Perhaps it was only the shortage of 
money that depressed him, or the fact that he and the news- 
papers thought his unit was central, and the establishment 
somehow managed to treat him as marginal. He said that medi- 
cine had become so complicated that it was impossible to get to 
grips with it. ‘Humanistic medicine was based on charity and 
dedication,’ he said. ‘Now it’s given over to the scientific investi- 
gation of disease, and the humanity is going. I read in the lay 
Press of “humanizing the hospitals”, making them places for 
people to live in, but the exact opposite is happening. Some of 
them are only concerned about you today if you’ve got a really 
good organic lesion that can be processed through a counting 
machine and worked up into a paper.’ 

If it had been a Harley Street man talking, it would have been 
easier to discount. But he was the one who had said contemptu- 
ously that the Harley Street consultant was very good at washing 
his hands and talking to the Duchess. He was the research- 
doctor who ought to have been standing up for science, and it 
was a bit damaging to the cause of progress to hear the note of 
despair. 
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CHAPTER FIVE 


A QUESTION OF ETHICS 


I would rather be tried by a committee of coal-miners or railway 
porters than by a posse of professional men. All they care about is 
their own prestige and personal ambitions. 
— Anonymous solicitor, quoted by 
‘Pertinax’ in the British Medical 
Fournal (1964) 


A DOCTOR of medicine in Britain must abide by many rules, 
written and unwritten. He is supposed to be uninfluenced by the 
thought of profit, loyal to his patients and his colleagues, 
temperate in everything. He must exercise ‘reasonable skill’. He 
must not poach patients or advertise his services; even over- 
large type for his entry in the telephone book or a particularly 
big brass plate on his door can get him into trouble with his 
peers. Indiscretion with drink or drugs, or sex with his patients, 
can be disastrous; so can the procuring of an abortion. He can 
fall foul of the ordinary laws, like any citizen, though the police 
usually overlook speeding in a good cause. He can be in trouble 
for a breach of the Health Service regulations. Whatever the 
offence or indiscretion, and whether or not any lay court imposes 
a penalty, he then runs the risk of being convicted by his own 
colleagues of ‘infamous conduct in a professional respect’. Once 
this happens, his name is likely to be removed from the Medical 
Register, making it impossible for him to sign a death certificate, 
prescribe dangerous drugs or practise within the Health Service. 
He is usually a ruined man unless and until his name is restored, 
though once back in business he may do as well as ever. 

The General Medical Council, which hands out justice in the 
profession, is a statutory body, set up by Parliament in 1858 with 
the general duty of protecting the public. It gives indirect pro- 
tection, by enforcing a rigid code of conduct on doctors, and is 
another of those medical institutions that sometimes seem to 
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exist for the benefit of the profession rather than the public. Its 
powers are used, firstly, to supervise medical education. If it 
thought that a university or licensing body held below-standard 
examinations, it could report the offender to the Privy Council, 
and have the degree or diploma removed from the list of regis- 
trable qualifications. Secondly, it supervises the whole profes- 
sion; it keeps the Medical Register, financing itself from the £21 
fees that doctors pay when they qualify and their names are 
added, and it disciplines doctors for misconduct, using as its 
only sanction the power to strike them from the Register. This 
happens to about five doctors a year. Of 316 struck off (or 
‘erased’ as the Council puts it) on disciplinary grounds between 
1900 and 1963, eighty-three were being punished for adultery or 
improper conduct with a patient, fifty-seven for procuring an 
abortion, fifty-two for offences connected with drink or drugs, 
twenty-nine for advertising or canvassing, twenty-eight for 
fraud or false pretences, and sixty-seven for various other 
offences. Most struck-off doctors are allowed back after two or 
three years, presenting themselves scrubbed and white-faced 
before the Council’s Disciplinary Committee, with testimonials 
to say how well they have done as science teachers or drug- 
company reps, or (if they are less lucky) as clerks or labourers. A 
few are never restored, usually because they keep misbehaving, 
perhaps because the G.M.C. knows something unprintable 
about them — ‘He’ll never get back,’ a Council member said to 
me, with satisfaction, of a particular doctor. 

The G.M.C. has forty-seven members, all but three of them 
doctors, ranging from distinguished consultants to modestly 
qualified, politically active GPs. The Crown chooses eight 
members (including the three laymen), the twenty-eight degree- 
awarding bodies (universities, colleges, apothecaries) choose one 
each, and the remaining eleven are theoretically chosen to 
represent the profession at large; the British Medical Associa- 
tion organizes a postal ballot and more or less ensures that the 
eleven doctors of its choice are elected. 

The Disciplinary Committee, the most public part of the 
G.M.C., has nineteen members, elected within the council, and 
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hears about forty cases a year, spread over two, three or four 
sittings. These cases have been sieved from a far greater number 
reported to the Council, either automatically by the police when 
a doctor is convicted of anything but a minor offence, or by 
well-wishers, ill-wishers and other interested parties. Letters 
arrive daily, some from mental homes, more from suburbia, 
alleging everything from rudeness and overcharging to sexual 
perversion, a charge that frustrated patients are particularly 
liable to make. For the complaint to be officially noticed, it must 
either come from someone acting in a public capacity, such as a 
Government official or a magistrate, or be supported by a statu- 
tory declaration. Many complaints come from doctors who 
allege patient-poaching or advertising by their colleagues, but 
what seems the most innocent act can bring trouble. One doctor 
who had retired from practice thought he would like to do some 
insurance-company work, examining applicants for life-policies, 
and wrote offering his services; the company promptly reported 
him to the'G.M.C., who wrote him a sharp letter and gave him a 
bad fright. 

Doctors who are arraigned before the Disciplinary Commit- 
tee, at the G.M.C.’s offices in Hallam Street, near Broadcasting 
House, wait nervously with their solicitors on the stairs, and go 
in one by one to the galleried chamber, a cross between a court- 
room and a library. The worn red carpet looks as though a tiger 
has been at it; Press and public are perched above the rows of 
committee members, each with his two-volume set of the 
Medical Register in front of him; the atmosphere is melancholy, 
not the ‘we’ and ‘them’ that can make a criminal court bearable, 
but a confusion of sentiments, a feeling that it might all be a 
mistake. They look so pale and respectable, promising to do 
better, to be wise and sober and continent. They have all worked 
for years to become doctors (though it’s rare to see one with 
more than a basic qualification), and now they are falling apart 
because of a weakness for morphine or whisky, or even because 
of some shabby police-court offence for which they have been 
fined a few pounds, indecent exposure or importuning in public 
lavatories. 
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Phrases like ‘deplorable behaviour for a medical man’ fall like 
stones through the stuffy air. ‘He was living in a very nice house 
where he also had a surgery,’ says a solicitor. “That house has 
now been sold. He is living in a humble house, but his wife is 
standing by him. I would like to mention the high regard in 
which he was held by his patients, and the long hours that he 
habitually worked. I believe that his name might be safely 
restored to the Register.’ 

Every time the committee wishes to deliberate, the President 
orders strangers to withdraw, and the reporters file out to the 
landing and light cigarettes. After a while you get used to the 
sorry tales, and it no longer seems incongruous, only predict- 
able. ‘Anything interesting?’ says a reporter who’s just arrived. 
‘No,’ says a colleague. ‘Only f—g a patient.’ 

The defence of doctors, whether against charges that come 
before the G.M.C. or in common-law actions brought by the 
public, is handled (in England and Wales) by two private 
organizations, the Medical Defence -Union and the Medical 
Protection Society, both of which give unlimited indemnity 
against legal damages and costs, for a few pounds a year. They, 
and the B.M.A., also give advice on any matter of ethics. Claims 
by patients (see Chapter 9) have grown considerably since 
the war, and doctors are continually being advised to ‘KEEP 
ACCURATE NOTES’ and ‘NEVER ADMIT LIABILITY’. As 
standards of medical practice have risen, so the courts have 
modified their interpretation of the ‘reasonable care and skill’ 
that doctors are expected to exercise. But private professional 
matters take up much of the defenders’ time; etiquette in any 
profession often seems unreal to the outsider, and medical 
etiquette is particularly stiff and unyielding. 

On sexual relations with patients, the rules are as harsh as 
ever, and an association that would scarcely cause a ripple in a 
suburb can lead to a doctor being struck off. This happened in a 
case in 1963, when amiddle-aged GP, twice widowed, had an affair 
that lasted just over a year with a divorced woman who had been 
his patient. The affair had ended, and the doctor had retired 
from general practice and gone to end his professional career as 


ror 


The Doctors 


a Naval surgeon in the Far East, when the woman reported him 
to the G.M.C. He was duly erased, despite his plea that there had 
been neither seduction nor adultery, and the following year lost 
his appeal to the Privy Council, which quoted Lord Upjohn’s 
remarks that ‘one of the most fundamental duties of a medical 
adviser, recognised for as long as the profession has been in 
existence, is that a doctor must never permit his professional 
relationship with a patient to deteriorate into an association 
which would be described by responsible medical opinion as 
improper.’ 

But with sex, at least the rules are straightforward, and when 
doctors break them, the important thing is not to be found out. 
The same is true of crashing cars when drunk or forging pres- 
criptions to get at drugs. Other offences are less traditional and 
more technical, and cause resentment because they are felt to be 
unfair — doctors argue that the profession, subject as it is to the 
regulations of the National Health Service, to its own ethical 
code and to the patient’s right to sue in the courts, is more 
hedged about than any other. The Health Service rules irk many 
doctors, because they are supposed to interfere with the doc- 
tor —partly by defining (though loosely) his relationship with 
patients, and partly by laying down provisions for giving drugs 
and medical certificates. A Disciplinary Committee case in 1964 
upset a lot of doctors, when a woman GP was charged with 
issuing National Insurance certificates to ten patients without 
having first examined them. More than £200,000,000 is paid out 
by the State every year, to people who claim benefit while they 
are ill and away from work, using these certificates as evidence. 
It was not suggested in this case that anything improper had 
been done with the certificates, only that each one contained the 
phrase, ‘I have examined you on the undermentioned date’, and 
she hadn’t. The committee expressed its ‘serious concern’, but 
found her conduct was not ‘infamous’, and didn’t strike her off. 
The certificates were all ‘final’ or ‘intermediate’, which meant that 
the patients were already known to be ill; the receptionist would 
take the details and obtain the doctor’s signature, ‘the object 
being not to keep the patient waiting.’ In fact, almost every GP 
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in the country does the same thing. A more reasonable system, 
using one all-purpose certificate with a longer life, was an- 
nounced in 1965. 

Other ethical misdemeanours are even knottier than certifi- 
cates — especially the business of ‘advertising’, which, including 
the associated ‘canvassing’, accounts for fewer than a tenth of 
erasures from the Register, but frequently annoys and worries 
doctors. ‘Ultimate responsibility’, says the B.M.A., ‘rests with 
the individual concerned.’ A mouselike anonymity seems to be 
the answer, since the Disciplinary Committee will commit itself 
in advance in only the most general terms. It refuses to rule 
hypothetically. A doctor-journalist said that ‘it’s rather like 
asking the rabbi if it’s kosher — either the answer is Yes and you 
needn’t have asked, or its No, and you’d have done better not 
to.’ 

Flashing lights for doctors’ cars in an emergency have been 
solemnly ruled out by the B.M.A. Warnings have been given 
about the risks of having names and addresses published in local 
directories, should a fee change hands. A doctor may wish to 
make some formal announcement to his patients, such as a 
change in surgery hours. In that case he should send them a 
circular letter, says the B.M.A.’s Members’ Handbook, which 
adds grandly that ‘there is no objection to a suitable notice being 
placed in the waiting-room.’ But, it continues, ‘on no account 
should the lay Press be used for the purposes of making an 
announcement.’ 

The Handbook has page after page of warnings. It is un- 
desirable to have a surgery in a hotel or in the same premises as a 
chemist’s shop. The brass plate on the door may include a 
higher qualification if the doctor has one, such as F.R.C.S. 
(which will mean nothing to most patients), but no plain 
language, such as Psychiatrist or Consulting Surgeon (which 
might be understood); surgery hours, mysteriously, should be in 
small letters. Books and articles for the lay public may carry the 
author’s name and a brief description of his qualifications, but 
‘these should not be unduly emphasized by large or heavy type’, 
and there must be no ‘laudatory editorial reference’. The doctor- 
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author must show ‘modesty concerning personal attainments 
and achievements’, he must not contribute too often, and he 
must not enter into private correspondence with lay readers on 
‘clinical matters arising out of his contributions’. A statement of 
the need for care in television and radio appearances runs to 
more than two pages, though the climate here is gradually be- 
coming more permissive. 

In matters of self-advertisement the chief risk to the doctor 
comes from his colleagues: they are the ones who will shop him 
to the G.M.C. Caution is the remedy, though eminence will do. 
Perhaps the Handbook’s most characteristic paragraph on the 
subject is the one headed Medical Attendance upon Royalty and 
other Prominent Persons. This says that ‘attendance upon 
royalty and other prominent persons frequently leads to the 
mention of doctors’ names - e.g. in bulletins. This is traditional- 
ly accepted as in the public interest and unavoidable.’ It is not 
clear where this public interest lies, even when the patient is a 
member of the royal family, let alone a pop-singer, an actress or 
a Middle Eastern potentate, all of whom can do the trick. 
Humbler doctors shrug their shoulders cynically at the amount 
of publicity that leading consultants receive in this manner. 

The consultants do not acquiesce in these reports or help with 
them in any way; in fact they are frequently embarrassed by 
them. But (to quote a few instances) the bone that Princess Anne 
cracked in the little finger of her right hand (1964) brought the 
news that she was under the care of the Physician-Paediatrician 
to the Queen and the Orthopaedic Surgeon to the London 
Hospital, who were both named. When the Queen Mother had 
appendicitis (1964), a Surgeon to the Queen (who took it out) 
and the Serjeant Surgeon to the Queen (who assisted him) were 
named; so were another royal surgeon, two royal physicians and 
the anaesthetist. When the Duke of Gloucester’s car crashed 
(1965), his first callers in hospital were named by newspapers as 
a royal surgeon and a royal physician. 

When the Queen was expecting a baby in 1964, the Sunday 
Times printed a feature headed ‘The Doctors in Waiting’, about 
five men ‘at the peak of their profession’ who were awaiting the 
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call to the Palace. Anaesthetist (leaving Jaguar car), gynaecolo- 
gist (on telephone) and two physicians (one pictured ‘with 
commoner patient’, her back to the camera) were shown in 
photographs, and the text also named the gynaecologist’s former 
registrar, now a young consultant, who was going to assist at the 
confinement. The gynaecologist was described as having ‘a 
friendly manner and blessed freedom from pretentiousness’. 
One of the physicians ‘belongs to a new breed of general 
physicians who are up to the minute on medico-scientific ad- 
vances while remaining good general practitioners in the best 
sense of the term.’ If a doctor is good, it seems reasonable to 
praise him, but it’s a far cry from the way the peasants have to 
live. ‘A friend of mine went on TV and allowed his name to be 
disclosed, said an official of one of the defence organizations. ‘I 
told him he shouldn’t have done, and he said, “My God, have I 
really committed a black?” and I said “You have.” ’ 

An unusually public illustration of what a minefield medical 
ethics can be was given in 1960 and 1961, in two separate but not 
unrelated cases that came before the Disciplinary Committee of 
the G.M.C. In the first case, Mr Leslie Gardiner, a senior con- 
sulting surgeon to two metropolitan hospital boards (but not on 
the staff of a teaching hospital), with a flourishing private prac- 
tice in Wimpole Street, was accused of having ‘advertised for the 
purpose of obtaining patients or promoting your own profes- 
sional advantage.’ He was said to have done this by writing a 
book called Faces, Figures and Feelings, sub-titled ‘A Cosmetic 
Plastic Surgeon Speaks’, and by ‘sanctioning or acquiescing’ in a 
Sunday Pictorial article and a series of five articles in the 
magazine Woman. All the charges except the Sunday Pictorial 
one were found proved, his name was struck off the Register, 
and his appeal to the Privy Council failed. Faces, Figures and 
Feelings is still on sale; more to the point, Mr Gardiner is still in 
business as a plastic surgeon, not only working in Wimpole 
Street but living in it as well; far from being ruined, he shows 
every sign of continuing to flourish. 

Gardiner, a middle-aged man from Co. Durham, was trained 
as an ear, nose and throat surgeon. This is relevant to cosmetic 
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surgery, since operations on the nose are among the most impor- 
tant in the field. Gardiner crossed over to cosmetic plastic sur- 
gery in his private practice by way of operations on the nose, 
then proceeding to the other cosmetic procedures on chins, ears, 
foreheads, bags under the eyes and breasts. His background was 
perfectly proper, but it wasn’t the conventional one for the 
British plastic surgeon, who tends to follow in the footsteps of 
the ‘repair’ plastic surgeons who developed their techniques on 
mutilated soldiers and airmen in wartime. 

Because the specialty is new, and because the cosmetic side of 
it involves people who are well rather than ill, many surgeons 
have affected to look down on their plastic colleagues in the past. 
The fact that it can mean a lot of lucrative work may also be 
involved; cosmetic work is not normally sanctioned by the 
Health Service and so must be done privately or not at all. “You 
can do what you like,’ said Gardiner; ‘you can neglect patients 
and be a sexual pervert, you can short-change the Health Ser- 
vice patient to attend your private practice, but you mustn’t be a 
financial success.’ 

Hugh McLeave in his biography of Sir Archibald McIndoe, 
who was the leading plastic surgeon in Britain when he died in 
1960, says that plastic surgery earlier this century was ‘scoffed at 
as the realm of poseurs and quacks who were accused of turning 
the operating theatre into a branch office of the beauty shop.’ 
Gardiner and his wife felt, and feel, that as plastic surgery be- 
came respectable, it quickly developed its own narrow 
orthodoxy, and that he, with an ‘ear, nose and throat’ back- 
ground in the specialty, suffered as a result. ‘If I’d been writing 
about varicose veins or duodenal ulcer,’ he said, ‘no one would 
have bothered. But I was writing about the hottest subject in the 
profession.’ 

The book, published by Robert Hale Ltd at eighteen shillings 
in December 1959, set the tone on the first page of the author’s 
introduction, where Gardiner, after admitting that this branch of 
medicine had its disreputable side, attracting quacks and inex- 
perienced doctors, wrote that ‘the obscurantism of authority is 
their opportunity.” He went on to say that ‘In Britain cosmetic 
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plastic surgery, like the bad girl of Victorian melodramas, was 
tipped out into the snow one cold night long ago,’ and compared 
this with the situation in France and the United States, where it 
was ‘regarded simply as another branch of medicine.’ The book 
itself made no attempt to disguise Gardiner’s qualifications or his 
success in treating patients; it contained much information 
about the techniques of cosmetic surgery, as well as twenty-one 
pairs of ‘before and after’ photographs, and was written in a 
cheerful, confident style that must have appealed to the editors 
of Woman, who used the book as the basis of what it called ‘a 
sincere, frank series of articles’, printed in February and March 
1960. 

When he appeared before the Disciplinary Committee in May 
1960, Gardiner strenuously denied that he had meant to adver- 
tise himself. He said his aim had been to write an authoritative 
book that would inform both GPs and public. Pressed for details 
of how the book might help the profession, he answered : 


Well, I think the whole book does that, because you would be 
surprised at the number of patients who will come to you, and the 
first thing they will say is, ‘For goodness’ sake don’t tell my doctor 
that I want my nose done. Don’t tell him that I want my breasts 
altered!’ This is quite true. It happens, not once, it happens many, 
many times, because the average member of the public gets very little 
sympathy over cosmetic surgery from the general practitioner. 


Gardiner gave a further reason for writing the book, alleging ‘a 
very odd sort of tradition’ whereby certain doctors thought they 
were ‘the only accredited people that could do this work.’ He 
referred to an unsigned article in the magazine Woman and 
Beauty for October 1954, headed ‘Women and Plastic Surgery’, 
which mentioned the need to have ‘the services of a qualified 
man’ when contemplating plastic surgery, and said that ‘anyone 
can find out the qualifications of a surgeon by applying to the 
British Association of Plastic Surgeons, c/o Royal College of 
Surgeons, London, WC2.’ The committee was told that Mrs 
Gardiner’s sister had written to the association in 1954, and been 
sent a list of nine London teaching hospitals where plastic sur- 
geons were attached; and that in 1959 Mrs Gardiner herself, 
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after reading another women’s magazine article and sending for 
a leaflet, wrote to the same association and received a list of eight 
plastic surgeons, headed by Sir Archibald McIndoe, C.B.E., 
F.R.C.S. But at the end of the day the committee decided that 
Gardiner had been guilty of ‘infamous conduct in a professional 
respect’, and his erasure seemed to close the matter. 

Eighteen months later, seven plastic surgeons, all of them 
members of the British Association of Plastic Surgeons, with 
consultant posts and private practices in London, appeared 
before the Disciplinary Committee charged that ‘they combined 
together and with other persons unknown (being members of 
the British Association of Plastic Surgeons) to advertise for 
patients in the manner set out in the subjoined Particulars.’ The 
‘Particulars’ alleged that it was or became the policy of the 
association to promote the professional advantage of its mem- 
bers by advertising their proficiency in plastic surgery, and ‘to 
influence the public against seeking the services of plastic sur- 
geons other than its own members.’ They mentioned the 
‘Women and Plastic Surgery’ article in Woman and Beauty 
(1954), an article in Woman’s Own in 1959 called ‘Operation 
Beauty’ and a Woman’s Own leaflet with the same title. The 
association’s reply to a letter from a Mrs Ewing Evans in 1954 
was mentioned — Mrs Evans being Mrs Gardiner’s sister. 

Finally the ‘Particulars’ referred to ‘a letter dated 25 October 
1959, written in identical terms to each of you by Miss Mary 
E, J. Evans.’ Miss Evans had written to each surgeon to say that, 
on the advice contained in the Woman’s Own leaflet, she had 
contacted the association and been given his name. “The said 
letter expressed her desire to have the shape of her nose im- 
proved by plastic surgery and asked what your fees would be for 
this operation and whether you would be able to perform it 
during the two weeks following 14 November 1959. In reply to 
the said letter and within a few days of its receipt you and each 
of you wrote to the said Miss Evans, either personally or by your 
secretary, giving the information asked for and inviting her to 
become your patient.’ Miss Evans, it emerged, was Mrs Gar- 
diner’s niece. 


108 


A Question of Ethics 


The complaint that led to this appearance before the com- 
mittee of some of the country’s most distinguished plastic sur- 
geons, who all vehemently denied the charges, had been made in 
the first place by a friend of the Gardiners (because, Gardiner 
told me, ‘he was so infuriated’). Later, Mrs Gardiner had made a 
statutory declaration. An eighth surgeon might have appeared — 
McIndoe, whose name had headed a list of surgeons put out on 
request by the association, and which, containing as it did the 
names of the seven who appeared before the committee, became 
the kernel of the case. But Sir Archibald, a fiery figure, rich and 
ambitious, whose evidence would have been worth hearing, had 
died of a heart attack in April 1960. The other doctors are not 
identified here, but referred to by initials that do not correspond 
to their names. All are Fellows of the Royal College of Surgeons. 

Mr Boydell, the counsel who appeared to ‘place the facts 
before the committee’, began by saying that at many points, ‘the 
facts of this case will echo the case of Dr [sic] Gardiner. ... As 
you will hear from the evidence, the advertising alleged against 
these seven practitioners is neither so blatant nor so obvious as 
that which was alleged against Mr Gardiner.... But, in our 
submission, although the advertising was more subtle in this 
case, it was nevertheless equally potent.’ 

Much of the four-day hearing was concerned with the amount 
of help that the association was entitled to give to people who 
wrote asking to be put in touch with a plastic surgeon who 
would do ‘cosmetic’ operations on face or body. There was 
evidence, as there had been in the Gardiner hearing, that many 
people had difficulty in finding the names of plastic surgeons — 
either they didn’t like to ask their own doctors, or their own 
doctors declined to help them. They got cold comfort from this 
case. 

One section of evidence dealt with the articles published by 
mass-circulation women’s magazines, which mentioned the 
association and brought letters from the public. (Medical advice 
is a strong feature in women’s magazines, as popular as horo- 
scopes and recipes.) Miss Ruth Jordan, editor of Woman and 
Beauty in 1954, said that she wrote the article on ‘Women and 
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Plastic Surgery’. She went to see McIndoe at the London Clinic, 
then, at McIndoe’s suggestion, to the secretary of the associa- 
tion, at that time Mr A. (Mr A told the committee that he gave 
her no help in writing the article.) McIndoe was said to have 
checked the article before it was published. By the end of the 
hearing, McIndoe was being assumed to have inspired both this 
article and the one that appeared five years later in Woman’s 
Own- Mr Norman Brodrick, Q.C., appearing for four of the 
surgeons, said that both articles were ‘inspired, if I may use that 
term in a general sense, by Sir Archibald McIndoe, who is, of 
course, no longer in a position to be before you... .’ 

When ‘Women and Plastic Surgery’ was published, it brought 
many letters to the association, and the following May (1955) Mr 
A consulted the then President of the association, Professor 
Thomas Kilner (who has also since died). Mr A told him that in 
the eight months since the article appeared, he had replied to 
250 inquirers; all were advised to visit the surgeon nearest their 
home, but when they specifically asked to see someone in 
London, Mr A sent a list of plastic surgeons. Kilner saw nothing 
unethical in this; he agreed with Mr Boydell that since the 
association began, it had been the practice to send out names of 
individual plastic surgeons to people who made inquiries. 

The second article, ‘Operation Beauty’, appeared in Woman’s 
Own in October 1959. It was, said the preliminary trumpets, 
“The true story of a girl who knew what she wanted and refused 
to give up trying until she got it—a new nose to replace the 
too-large, conspicuous one Nature had given her.’ The girl, 
‘Barbara’, was said to have saved £150 to pay for the operation 
and a week’s nursing —- ‘When you want something as intensely 
as Barbara wanted that nose, it isn’t hard to economize.’ Because 
of ‘the strict rules of medical etiquette’, readers couldn’t be told 
who did the operation; but they could send for a leaflet, also 
called Operation Beauty, and this in turn suggested writing to 
the association for a list of plastic surgeons. The Gardiners wrote 
for both leaflet and list, and received the names of eight sur- 
geons: McIndoe, and the seven before the committee. 

Barbara, it turned out, had paid nothing for the operation; it 
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had been done free by McIndoe, at his unit in East Grinstead. 
Barbara worked in a hairdressing salon in London where one of 
the customers happened to be a woman journalist who at that 
time was writing the ‘Diana Day’ beauty column in Woman’s 
Own. She said she had known McIndoe for years, and he gave 
‘considerable cooperation’ when she was writing the ‘Operation 
Beauty’ article and leaflet (which sounded rather a sensible 
document). She had sent the leaflet to the secretary of the asso- 
ciation, Mr B, who had succeeded Mr A. (Mr B wasn’t charged 
with anything.) 

In his reply to Diana Day, Mr B raised some technical points, 
and asked her to make no reference to his identity or to imply 
that the leaflet was sponsored by the association. Article and 
leaflet were published, but soon afterwards Diana Day received 
a letter from Mr B, asking that all reference to the association 
should be removed from the leaflet; Woman’s Own, which by 
this time had sent out 2,800 of them, obligingly destroyed the 
5,000 that remained. What had happened at the association was 
that the president had been shown the leaflet, when it was 
published, by a colleague — the president no longer being Pro- 
fessor Kilner, but Mr C. Mr C didn’t know that the article and 
leaflet had been seen before publication by members of the 
association, and he wrote to the secretariat to say that pending 
discussion of the matter by the association’s council, the practice 
of sending out any lists of surgeons must stop. By the spring of 
1960, the association was trying hard to keep its name out of 
print. 

The other main thread in the evidence concerned the replies 
that were sent by or on behalf of the seven surgeons to Miss 
Evans, the niece of Mrs Gardiner. Miss Evans was 1n Paris when 
she wrote her letters, on 25 October 1959. Each one said that she 
had read the advice in the Operation Beauty pamphlet, that she 
had written to the British Association of Plastic Surgeons, and 
that the association had given her his name. She wanted to have 
the shape of her nose improved. She was going to be in London 
for two weeks in November, and wished to know the fees, and 
whether the surgeon could operate on her at this time. ‘P.S.,’ 
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said Miss Evans, ‘I greatly admired the nose illustrated in this 
article on cosmetic plastic surgery in Woman’s Own, and I 
would like to know whether you are the surgeon who performed 
this operation.’ The letters brought seven replies within a few 
days. Some suggested dates and fees, some said they wished to 
see Miss Evans first. 

The evidence before the committee, as given verbally by the 
seven and in letters written by them or on their behalf to the 
General Medical Council, was, briefly, as follows: 

Mr D remembered a discussion in about 1955, concerning the 
association’s attitude to giving surgeons’ names to the public. He 
didn’t know what letters were being sent out by the association, 
and knew nothing of ‘Operation Beauty’. The reply to Miss 
Evans, sent by his secretary, was particularly worded so as not to 
be an invitation. 

Mr E knew nothing about ‘Operation Beauty’, but was aware 
that the assocation provided an ‘impersonal alphabetical list’, 
which seemed to him to be entirely ethical. His secretary had 
replied to Miss Evans. 

Mr F’s letter said he wanted to see Miss Evans first. He had 
known nothing of ‘Operation Beauty’, and neither had Mr G, 
who said the possibility of any impropriety had never occurred 
to him. When told by the Medical Defence Union in December 
1959 that his name was on a list being issued by the association, 
he wrote to say it must be removed. 

Mr C, who had been president of the association in 1959 (and 
previously in 1950), said he didn’t see Miss Evans’s letter, which 
was dealt with by his secretary. He had not known it was the 
association’s practice to supply inquirers with the names of 
plastic surgeons, until he was shown a copy of the Operation 
Beauty leaflet. He then ordered that the practice must stop 
pending discussion by the council. 

Mr A, who had also treated Miss Evans’s letter as a bona fide 
request for treatment, was the surgeon who had been hon. secre- 
tary of the association from 1951 to 1956. When he took office, he 
found that the secretariat’s established practice was to give 
names of plastic surgeons and hospitals to people who wrote 


II2 


A Question of Ethics 


asking for them. He had discussed the matter with Professor 
Kilner in 1955. He had scrupulously avoided any kind of adver- 
tising. 

The seventh surgeon, Mr H, similarly took Miss Evans’s letter 
to be genuine, and he, too, made the point that he assumed the 
practice of sending out lists of names was an established one — ‘T 
but acquiesced in an established practice apparently sanctioned 
by my seniors, but I must also say that I never thought it could 
be held exceptionable.’ 

The hearing was told about the purposes of the association, 
which had been founded in 1945 to direct the specialty along 
‘sound and progressive lines’, concerning itself with education, 
study and research. Its secretariat was (and is) shared jointly 
with a number of surgical and medical societies, this secretariat 
being run on their behalf by the Royal College of Surgeons, with 
its offices at the college. B.A.P.S. was not a disciplinary body, 
but its definition of what constituted a consultant plastic sur- 
geon within the Health Service — Fellowship of one of the Royal 
Colleges of Surgery, four years of general surgery, four years in 
the specialty — had been accepted by the Ministry. Its functions 
in the profession were clear enough — but what were its func- 
tions, if any, as a source of public information? 

The business of the lists sent to inquirers was looked at in 
detail. Besides the list of eight surgeons, headed by McIndoe 
and named in order of seniority, other lists were referred to, 
though never produced. There had, said one witness, been a list 
with twenty names; this was thought to be unwieldy, so it was 
split arbitrarily into two, which were then sent out at random to 
inquirers. There was a list of names in alphabetical order — one 
of the surgeons remembered seeing it when a patient dropped it 
on the floor; he picked it up and asked her if he could read it. 
One member of the committee suggested in questioning that 
perhaps it was a mistake to talk about two lists. Although there 
were considerably more than eight plastic surgeons in London 
who were members of the association, might it be that the eight 
names represented those who were interested in cosmetic sur- 
gery? A number of such points were never clarified. Nor was the 
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question of how many patients had gone to individual surgeons 
as a result of the lists sent out by the association. 

One of the surgeons (Mr D) said that in seven years, sixteen 
out of 1,950 private patients had come to him via the association. 
Mr A thought he had about three patients a year as a result of 
his name being mentioned by the association. Mr E’s records 
showed thirty patients via the association in five years. But even 
these small numbers had to be seen against the supply of 
patients from other sources. Professor Kilner mentioned 
patients who came via the President of the Royal College of 
Surgeons and the Secretary of the British Medical Association. 
Mr C said that lists of specialists were issued by the Institute of 
Cardiology and the British Diabetic Federation. It was not un- 
known for the public to obtain information from a professional 
body, but ‘plastic surgery is the cockshy for everybody.’ Always 
in the background were the theoretical ethics of the business, 
whereby consultants have their patients referred to them by GPs 
— a dying custom, still regarded as a desirable ritual. Mr C said 
that between two thirds and three quarters of his private 
patients were sent by GPs. ‘The other group’, he said, ‘comes, 
with respect, from many organizations, not excluding the British 
Medical Association, the Royal College of Surgeons, the Minis- 
try of Health, the Royal College of Nursing — not yet so far from 
the General Medical Council, although we have hopes — hospi- 
tals, insurance companies and so forth.’ Cross-examined by Mr 
Boydell, Mr C said that ‘I do not think the administration of the 
scheme [of sending out a list] is as good as it should have been, 
but I think the principle behind it was a very satisfactory one.” 

Cosmetic surgery is a branch of medicine where the patients 
are more likely to be embarrassed than ill; they may be reluctant 
to see a general practitioner, and even if they do see one, GPs 
have a habit of brushing aside anxieties about crooked noses and 
protruding ears. One letter to the association described how the 
writer had failed to find a plastic surgeon — she had been inno- 
cent enough to look in the classified telephone directory and 
write to the General Medical Council, without, of course, learn- 
ing anything. “The whole thing,’ she said, ‘remains a deep dark 
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secret.” As one of the counsel pointed out later, anyone who 
knows how to set about it has only to consult a medical directory 
in a public library; specialists in plastic surgery will be listed 
under their hospitals at one end, and their addresses and tele- 
phone numbers will be at the other end. But it is no one’s job to 
give advice, even when, as several of the surgeons pointed out, 
there is a danger of people drifting towards the fringe of un- 
qualified doctors who offer ‘beauty parlour’ surgery, sometimes 
with disastrous results. It was this advisory function that the 
association took upon itself. Mr A agreed that he would not have 
thought it proper to present a blank wall to inquiries from lay 
people who were ‘on a sort of medical slag heap. Many of them 
had been abandoned by their medical practitioners. ...”? And 
when the case ended, the ethics of the situation were far from 
clear. 

On the second day of the case, the Disciplinary Committee 
had decided that there was no evidence against three of the 
surgeons — Messrs E, F and G - that they had combined to 
advertise. The committee now found that ‘none of you has 
advertised for the purpose of obtaining patients as alleged in the 
charge, and accordingly that none of you has combined to adver- 
tise.’ But the letter from Miss Evans had had its effect. The 
committee found it proved that ‘you have shown yourselves 
prepared to accept a patient, notwithstanding that you knew that 
the patient had been induced to seek your services in the cir- 
cumstances alleged in paragraph (4) of the Particulars [which 
described the Evans letter]. But this finding of fact is in the 
opinion of the committee insufficient to support a finding of 
infamous conduct in a professional respect. The committee have 
accordingly recorded their finding that you and each of you is 
Not Guilty of infamous conduct in a professional respect in 
relation to any of the matters alleged against any of you in the 
charge. The inquiry however has disclosed a state of affairs 
which the committee could not view without serious misgiving.’ 

The findings went on to say that officers or members of the 
association had, ‘wittingly or unwittingly’, cooperated in the 
publication of articles calculated to ‘stimulate’ the public to 
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apply to the association for information; that as a result of such 
articles, the names of ‘a limited number of plastic surgeons, all 
members of your association’, had been supplied; and that mem- 
bers of the association had been prepared to accept patients who 
had been led to seek their services in this way. The committee 
hoped there would be no recurrence; and the following month 
(December 1961), after a private exchange of correspondence 
between the General Medical Council and the association, a 
letter from the association’s president in the British Medical 
Journal assured his colleagues that the committee’s misgivings 
would be allayed. 

The association is still going strong, and still contains most 
but not all those who practise plastic surgery. When I talked to 
an official (1964) he said that ‘we’ve been very fortunate — as our 
specialty grew in the war, we as a group were able to keep tight 
control of it, and make it grow as we thought right.’ When 
hospital consultants in plastic surgery were appointed, there was 
no statutory requirement; but in practice, ‘all the appointments 
correspond to the standards laid down by the association.’ He 
was careful to say that the association didn’t claim that all plastic 
surgeons were members; but all consultant plastic surgeons 
under the Health Service were. Leslie Gardiner is still in prac- 
tice, operating at the clinic he runs in his house; he takes a close 
interest in the activities of the General Medical Council. 

As for the practice by professional bodies of giving doctors’ 
names to the public, the rules are as vague as ever. Some people 
do it and some people don’t. At least two of the plastic surgeons 
told the Disciplinary Committee that the British Medical Asso- 
ciation would give the public names, but a member of the com- 
mittee denied that this ever happened. When I asked people 
about it, they all said different things. The Medical Defence 
Union said it would be improper for any organization to distri- 
bute the names of doctors in a specialty. The Royal College of 
Surgeons said it was absolutely prohibited from giving names to 
lay inquirers, partly because of ethics but mainly because the 
college was a charity, and as such forbidden to advance the 
interests of individual surgeons. Even if a solicitor wrote to ask 
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for the name of a surgeon who could act as referee in a lawsuit, 
he would be told to try elsewhere. The joint secretariat at the 
college, which looks after the plastic surgeons and fourteen other 
specialist groups, said the policy had always been to tell in- 
quirers that they should see their GPs, though this policy had 
not always been followed, as the case of the plastic surgeons 
showed. ‘Since then,’ said the spokesman, ‘we’ve been ultra- 
careful, as you can understand.’ But (for instance) if a patient in 
need of an eye specialist happened to know that the college’s 
secretariat looked after the Faculty of Ophthalmologists, and 
wrote for advice, he might be referred to the Moorfields Eye 
Hospital. 

I tried referring myself by telephone to the Eye Hospital, and 
was told by the switchboard there that the policy was to give 
inquirers the name of a top doctor. Would this, I was asked, be a 
private consultation? I said it would, and was referred to the 
house governor’s office. There, a secretary said their policy was 
that it was unethical to recommend one name rather than 
another, so that the inquirer whose problem was something 
simple, like a squint or a cataract, would be sent a list of sixteen 
or eighteen names. If it concerned a more difficult condition, 
then ‘we would direct you into the right hands.’ I also tried the 
Institute of Cardiology, and was told by a woman that anyone 
who inquired would be sent the names of half a dozen heart 
physicians who were ‘on our medical committee.’ 

But the inquirer who tries to get names from the British 
Association of Plastic Surgeons is wasting his time. The public 
library is the place to look. I wanted to write to the secretary of 
the association, and telephoned to ask for his name, in order to 
know where to address the letter. The girl was polite but firm: 
write to ‘the secretary’, she said, and the letter will be forwarded. 
It was not their practice, she added, to give names. 


CHAPTER SIX 


VERY GENERAL PRACTICE 


‘You kill a man-—that is so easy,’ Dr Hasselbacher said, ‘it 
needs no skill. You can be certain of what you’ve done, you can 
judge death, but to save a man — that takes more than six years of 
training, and in the end you can never be quite sure that it was 
you who saved him. Germs are killed by other germs. People just 
survive.’ 

- Graham Greene, Our Man in Havana 


(GENERAL practice has been out of sorts for years, though the 
anger that boiled over at the beginning of 1965 made the sick- 
ness seem simpler than it was. Infuriated general practitioners 
(or ‘family doctors’ as they prefer to be called) and their political 
organizations had hammered home the war-cries of ‘overwork’ 
and ‘underpaid’. Yet GPs were not as impoverished as their 
spokesmen made out, and the haste and pressure of general 
practice were nothing new. What happened was that the GP no 
longer felt himself to be important as well as busy. He rightly 
suspected that he was (as he still is) a dogsbody. 

The reforms that began to emerge in 1965 and 1966, described 
in detail in the next chapter, were largely financial: essentially, 
there was to be a simpler and fairer system of paying GPs, raising 
their income in general, paying them extra for night work and 
for ‘service in pursuance of public policy’ (such as testing for 
cervical cancer), and encouraging them to spend money on the 
ancillary workers they so badly need. A salary for GPs who were 
willing to take one, thus making them more obviously State 
employees, was also envisaged for the first time in 1966. But all 
this was a preliminary to a revival in general practice rather than 
the revival itself. The unpalatable truth may well be that general 
practice, however wisely organized, will never again be at the 
centre of British medicine. Already in many countries, including 
the United States and Russia, the GP, in as much as he exists, is 
based on the hospital. 
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For the moment, the old assumptions hold. Every day from 
Monday to Friday, 24,000 GPs see close on a million people, say, 
one in sixty of the population — two thirds in their surgeries, the 
rest in patients’ homes. They meet all the emotions, from fright 
to lust. In a year an average practice will have twenty or thirty 
deaths and rather more births. The doctor will be presented 
with thousands of coughs and skin disorders, a lot of indigestion, 
some ulcers, a little madness and much private misery, many 
anaemias and waxed-up ears, a few cancers and heart attacks, a 
trace of acute appendicitis and tuberculosis, a divorce, a sprinkl- 
ing of alcoholics and half a dozen problem families. A third or a 
half of all the illness he sees may be ‘neurotic’ in origin, though 
he wouldn’t be much wiser than a layman if he had to say what 
it really meant. Clinically, he will be a clever man if he can see 
the wood for the trees. 

His anecdotes will be bizarre and full of extremes — about the 
gross ingratitude of patients, their exaggerated faith, their im- 
probable demands. Doctors have gone on record in medical 
journals as having been called out late at night to supply a wig 
under the Health Service, to comfort an old gentleman having a 
nightmare, to advise a woman, pregnant one month, whether it 
was safe to have sexual intercourse with her husband. A doctor 
in Harlow New Town was telephoned one Easter Sunday and 
asked if he would condemn a chicken that the family didn’t like 
the look of (he had a sense of humour and told them to bring it 
to the surgery after the holiday). The family doctor is supposed 
to have been trained as a scientist, but most of his time will be 
spent in an unscientific manner. He practises as an old- 
fashioned entrepreneur, usually based on nothing more than a 
surgery in his private house, looking after his flock like a parson 
in his parish. He is unlikely to be an intellectual but he will try, 
often rather desperately, to be a man of action. 

In theory the Health Service is a combined operation of 
general practice, public health and hospitals; in fact, the three 
have never been knit together. General practice is still supposed 
to be central to the care of patients, but for nearly twenty years it 
has taken second place to hospital medicine. One reason for the 
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rabid discontent among family doctors in Britain is that the 
Health Service began at a time when the GP’s place in medicine 
was being widely questioned. The confusion over what should 
be happening in general practice would have existed anyway, 
but, as it was, it merged with the political confusions that. 
accompanied a free health service run by the State. GPs have 
remained nominally independent, but apart from the few 
hundred who opt to do only private work, they have been paid 
most of their money by the State, under a system of breathtaking 
complexity based on the number of patients; as well as looking 
after their ‘free’ patients, they can also do as much private work 
as they can get. 

Three-quarters of them are in partnerships of two or more; 
there are about 11,000 practices. A thousand or so new GPs 
appear every year, and the same number die, retire or emigrate. 
When he has qualified and spent his compulsory year in hospi- 
tal, a doctor still in his mid-twenties can go straight to a practice 
as assistant or partner; in a mining valley or the poorer part of a 
city he can be a principal almost straight away — the youngest of 
his kind in the world. Professionally, as long as he keeps clear of 
ethical misdemeanours and criminal neglect, he is invulnerable. 
If he fails to examine a patient who complains of a stomach- 
ache, it could ruin his career; if he examines the patient, decides 
it’s colic, and three days later the patient dies, he will probably 
be held to have made an honest mistake. It can be argued that he 
has too much and not too little freedom to do as he pleases, but 
this is not how doctors see it. They think their professional 
freedom has been nibbled at by the Health Service. 

A general practitioner works under contract to one of the 
executive councils that administer medical services locally, and 
has to conform to the fifteen items of the “Terms of Service for 
Medical Practitioners.’ He must ‘render to his patients all proper 
and necessary treatment.’ In an emergency he is required to 
‘render whatever services are, having regard to the circum- 
stances, in the best interests of the patient.’ Officially a doctor is 
not obliged to visit because a patient asks him to. He is allowed 
to use his discretion, but he is often inclined to play safe and do 
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what the patient wants; this sense of obligation causes a lot of 
resentment. So does the fact that he must prescribe drugs but 
can get into trouble if he doesn’t exercise ‘reasonable care in 
avoiding waste of public funds.’ For breaches of the regulations, 
the GP can be heavily fined, or even removed from the list of 
National Health doctors, though this is rare — one was taken off 
the list in 1961, but none in the next four years. Forty or fifty 
GPs are fined each year, and about the same number receive 
‘warning letters’. Because it is a powerful profession, the 
bureaucracy does not nibble very hard or deep at the majority of 
GPs; it is the knowledge of the presence, brooding at the Ministry 
headquarters in South London, that irritates doctors. 

Arguments about how many controls they should be subject 
to have become entangled with arguments about their role as 
clinicians, now that medicine is effective in a way that doctors 
only dreamt of before the war. Everything is more complex, and 
although he can administer potent drugs (often knowing little 
about them), the GP is no longer a man who can do as much as 
most hospital doctors. What he can do best (it’s suggested) is to 
act as family counsellor, look for undetected ill-health (diabetes, 
anaemia, cervical cancer) and become a kind of social worker, 
especially with chronic invalids and old people. Since many of 
his patients will have ‘emotional problems’ at the root of their 
illness, he can try to use simple psychiatry with them. But all 
these propositions are arguable, and they involve time and facili- 
ties that have not been available. The profession, followed at a 
safe distance by the Ministry of Health, had been giving them 
only slow and painful consideration, officially through a joint 
working party of GPs and Ministry representatives. Hospitals, 
for all their lack of money that shows up in ancient operating 
theatres and slummy wards, have still managed to scoop up the 
lion’s share of available resources. The 1966 pay award to GPs, 
coupled with their revised contract, was the first real sign of a 
breakthrough. 

From the start of the Health Service in 1948, GPs, scattered 
over the country, were in a weaker bargaining position than the 
consultants, with their central colleges and powerful connexions. 
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By 1964, before the pay dispute with the Minister of Health, the 
average GP was earning £2,765 for his National Health work, 
plus about £1,500 for expenses, paid regardless of what his own 
expenses were. Because of the flat-rate expenses payment, GPs 
who spent money on their practices have fared badly beside GPs 
who pocketed as much as they could. From his gross income, a 
doctor had to pay for such things as car, secretary (if he had one) 
and instruments. The system had its perks — petrol for private 
motoring might be swallowed up, in income-tax returns, by 
petrol bought to visit patients, and so appear as an allowable tax 
expense. Other income may come from non-N.H.S. work. This 
includes patients treated privately, and examinations of factory 
workers and people who are taking out life-insurance. The 
amount earned like this is unknown, but it may come to several 
million pounds a year, or an average of £200 or £300 per doctor. 
The profession has always kept quiet about this, for obvious 
reasons. 

The General Practitioners’ Association, formed as a break- 
away from the British Medical Association in 1963, commis- 
sioned a ‘job evaluation’ from management consultants, who 
decided in December 1964 that the average earnings should be 
£3,500 plus expenses. This was more or less the size of the claim 
that the B.M.A. had put before the Prime Minister’s Review 
Body on doctors’ pay earlier in the year. Through 1964 and into 
1965, the profession was watching the Review Body with 
frenzied attentiveness, waiting for it to pronounce. Threats to 
leave the Health Service, always a shadowy ultimate weapon, 
became more frequent. A group of Birmingham doctors did 
leave the service, and set up on their own. In its rage, the 
profession threw some dubious statistics into the ring. Letters to 
newspapers talked about a rising population, with a higher pro- 
portion of time-consuming old people, which was true; and a 
long-standing decline in the number of GPs, which wasn’t — in 
1950 England and Wales had 16,750 and over the next thirteen 
years this figure rose by twenty-one per cent, while the popula- 
tion increased by only eight per cent. By 1965 there was evi- 
dence that for the moment, general practice was attracting fewer 
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young doctors, and that GPs were leaving the Health Service at 
an imcreasing rate; vacancies in umattractive practices were 
difficult to fill, and the average age of GPs was rising. But these 
were slower, more complex and less dramatic developments than 
the doctor-politicians would admit. Voices grew louder, and 
with genuine anger over money concealing genuine frustration 
over work, and with spokesmen stoking up the blaze in order to 
wring the best possible deal from the Government, general prac- 
tice was running a temperature. 

The row over pay, conditions and status, which had been 
smouldering for years but didn’t ignite till 1963, is described in 
more detail in Chapter 7, together with the reforms that began.to 
crystallize over the succeeding years. General practice itself has 
continued much as before, edging towards bigger and better-run 
partnerships, with well-designed surgeries and proper record- 
keeping and accounting. Because there has been little financial 
incentive, improvement has depended on the individual practice 
and the people in it. Successive governments, only too happy to 
respect the profession’s craving for independence, have made 
encouraging noises, spent as little as possible on the family- 
doctor service, and left the responsibility for betterment with 
GPs themselves. Some have risen to it. They run well-oiled 
practices with appointments systems, they do their own blood- 
tests and other simple diagnostic work, or cooperate with hospi- 
tal departments; these are the doctors who have time for 
refresher courses, even time to read the medical journals that 
usually lie rolled up and unread on the surgery table. And 
because all British doctors still visit patients at home on a scale 
that is now unthinkable in the United States and many other 
countries, these self-improved practices provide some of the 
most agreeable general medicine in the world. 

But since 1963 a proportion of the profession has found it 
easier to talk about money as a cure for everything. This soon 
ceased to be a private matter, and after a year or two of arguing 
and belly-aching, GPs looked somewhat different to laymen. 
Doctors have written plaintively to their journals, suggesting 
that the Press be kept out of meetings where ‘mercenary matters’ 
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are discussed, or that B.M.A. proceedings should be made copy- 
right. A thin, high note of paranoia has been heard from within 
the profession, an obsession with the burdens of their life and 
the wicked ways of the world. 

Their case is better than many of them make it sound. ‘Let me 
tell you this story as a clinician,’ said a doctor, a consultant who 
spends most of his time in medical administration, but still sees a 
few patients. He had been treating a woman for pains in the arm, 
and, after a long time, sent her to hospital for investigation, 
where they found she had cancer. The details were nasty, the 
prognosis bad, the doctor appalled. ‘’ve been watching this 
woman for five years,’ he said, ‘and here, creeping up behind, is 
a cancer.’ 

We had been talking about general practice, and the anecdote 
seemed irrelevant. I asked what the moral was, and the doctor 
said bitterly: “The moral is that the GP carries a very heavy 
load — an intangible load. He talks about money, but why doesn’t 
he talk about this kind of thing? This is the cross I’ve carried 
round for the last ten days. The consultant doesn’t because he 
can share it with others in the hospital. When I mention this 
case to GPs, they say, “But didn’t you know?” So why don’t they 
talk about this instead of money? Is it because they think it’s too 
big across? Or because they’ve got too many crosses?’ 

A GP and his patients may be involved with one another for a 
lifetime; even if it is only for a few years, their relationship is 
more personal and idiosyncratic than it is likely to be between 
doctor and patient in the ward of a hospital. GPs are flattered by 
the trust of their patients, though it can make them uneasy. 
“When a man says, “I’ve got faith in you, doctor,” it’s like a 
rapier through your heart,’ said a country GP. They want to be 
wanted, especially when they are young. ‘I remember, when 
patients wanted me badly, I found this an irresistible appeal,’ 
said a middle-aged GP. ‘But not now. It’s an appeal but it’s not 
irresistible.’ He used to see more women than men, because, he 
supposed, they were sexually attracted. ‘Now, when a pretty girl 
comes in to see me, I remember how I used to feel, and I’m 
cynical, almost, when I think of my comparative indifference. 
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Nowadays I’m more willing to spend my time with people who 
are alone — who’ve lost a spouse.’ 

One fiftyish GP, talking about the dangers of involvement 
with women patients, became absorbed by the memory of the 
‘ravishingly pretty girl’ he had once examined on a housing 
estate near London. There was a note on the door saying, ‘Go 
round the back’; no husband or neighbour was in sight so he did 
as instructed and went upstairs. ‘She was lying there in bed with 
a minor complaint, with a disc. I pulled back the bedclothes — 
I’m only telling you this so that you’ll see — and she had a flimsy 
nightdress on. I told her to lift her leg. Up goes her leg, and she 
is virtually naked. Supposing this girl is a psychopath and she 
lets out a scream? After all, a man is a man and a woman is a 
lwoman. That’s one instance I particularly remember.’ 

Old people may want to be visited regularly, not because they 
are ill, or even lonely, but because if they die in their sleep and 
they have not been seen recently by a doctor, there may be the 
posthumous shame of an autopsy. General practitioners feel the 
weight of these private anxieties. They have to decide when it 
would be better not to try and prolong the life of a dying person, 
then live with the family afterwards. ‘He was an old man when 
his wife died, and before she went, she made her daughter 
promise not to marry till the father had gone. Then he had 
pneumonia. He should have died then, but I gave him penicillin, 
and he went around white-faced in a wheel-chair for two years. 
When he caught pneumonia again, his daughter said, “You’re 
not going to give him penicillin this time, are your” and I said, 
“IT am not.” ’ 

There are the occasional conversations about death that 
doctors would prefer not to have with their patients. ‘As a rule 
they don’t ask because they know,’ said a Welsh doctor. ‘It’s a 
sort of an arrangement between you and them.’ He turned to 
two colleagues and asked if they had ever had a patient look up 
and say point-blank: ‘Am I going to die?’ ‘No, thank God,’ they 
both said together. The first doctor said it had happened to him 
once. ‘I told him, “You’re a religious man, aren’t youe” He never 
asked anything else.’ 
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A straightforward matter like night calls from patients looks 
less straightforward after reading a book on the subject, Night 
Calls. A Study in General Practice, written from the experience 
of a group of Freudian-oriented doctors. The doctors met over 
a period of years to discuss their night calls, and why it was that 
they upset GPs out of all proportion to the amount of effort 
involved. Some of the doctors were in private practice and being 
paid extra for their trouble, but they felt the same as the 
National Health GPs. The book argues that the doctors felt 
upset because they were ‘emotionally involved’ with their 
patients; during the day they learned to hide their involvement, 
but at night the defences collapsed and the emergency call 
caught them unawares. However true this is, the book gives a 
remarkable picture of the doubts and weaknesses of doctors as 
they face the daily round of patients — the soft flesh under the 
professional shell. 

Medical schools give little guidance, any more than in the past 
they have given much guidance regarding the patterns of ill- 
health in general practice. Hospitals see people in the acute or 
later stages of diseases that they and their doctors may have 
lived with for years. GPs are inclined to labour the point, but you 
see what they mean when they suggest special GP exams with 
questions like ‘How would you treat waxed ears?’ and “What are 
the causes of prolonged crying in infants?’ One of many 
epigrams on the subject says that the art of general practice is to 
distinguish between minor ailments and the early symptoms of 
serious illness. Half the time, family doctors are seeing states of 
health that are too vague to be given a name, though something 
has to be written on the certificate. ‘Flu’ covers as many un- 
specific conditions for doctors as it does for patients. Even where 
a condition is specific, it may appear in a mild form unreported 
by the textbooks, or mellow and fade away without much, or 
anything, being done by the doctor. Stomach ulcers tend to get 
better anyway, though surgeons still talk cheerfully of operating 
on fifty per cent of cases. 

Only a few GPs study the natural history of disease as they see 
it; most of them prefer anecdotes and random observations. The 
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pressure of patients doesn’t encourage leisurely large-scale 
analysis — the day is long, the faces are familiar, and most of 
them will get better anyway; those who don’t can be sent to 
hospital. There is always the need to press on. The youngest 
partner, arriving in the practice fresh from his teaching hospital, 
may be upset to hear the senior partner say cynically that ‘the 
trick is to diagnose them as they come through the surgery door’, 
but a few years later it doesn’t sound like cynicism, only a useful 
half-truth. 

‘It’s a question of what it’s practical to do,’ said a Norfolk 
doctor. ‘If you see a man of forty with a cough, are you going to 
send him for chest films, bronchoscopy, sputum culture? The 
chances are it’s an upper respiratory infection, but every now 
and then you miss one that’s cancer. It’s inspired guesswork.’ 

Is ‘conscientious’ the same as ‘good’? A Glasgow GP described 
how a careful colleague, faced with a child whose temperature 
was rising and falling sharply, referred him to a specialist. They 
couldn’t identify the infection, and while they were still trying, 
the child died. ‘A less-good doctor would just have prescribed 
the first broad-spectrum drug he could lay his hands on, and 
probably saved that child.’ The lazy practitioner who refers his 
patients wholesale to hospital clinics may occasionally save a 
patient whose latent disease, detected by routine tests, might 
have escaped a more conscientious GP who tried to do it all 
himself. 

Everything is felt to be pragmatic: as though all they need to 
do is be there, and take action, and something, probably some- 
thing good, will happen. ‘Doctors, even good ones, take to medi- 
cine like drink,’ said an urban GP. “They get lost in doing 
individual good acts for people, instead of thinking about the 
general direction of medicine.’ Earlier in the day he had talked 
scathingly about the jars and bottles of pharmaceutical samples 
along the shelves of his surgery — condemning not so much what 
they contained as the uses doctors made of them. ‘It’s not that 
they have no therapeutic value,’ he said. “They have. But they’re 
not used for any rational purpose.’ 

This kind of situation frustrates young doctors who arrive in 
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general practice expecting to apply medicine like a poultice to 
the sore places in the populace. Partnership after partnership 
has its old senior member who is deeply suspicious of new 
methods and attitudes, and its aggressive youngest member who 
is angry and perplexed at the way things are turning out. The 
need to work together, and not to let the patients see anything 
unseemly, conceals tensions that nearly crack the professional 
varnish at times. 

Dr Lumbar and Dr Fraction, senior and junior partner re- 
spectively in a four-man suburban practice, put on a brave face 
in public, and bore their wives in private with their grievances. 
Lumbar is a genial man, and he started, at eleven in the morn- 
ing, by emphasizing what a happy partnership it was — sitting 
bolt upright in his Mini, so that his bald head seemed about to 
ram itself through the roof. His legs looked uncomfortable, and 
he revved the car furiously up hills and along unmade roads; he 
drove, as many doctors do, like a man in a temper, with his list of 
morning calls in a Burroughs Wellcome diary, open on his lap. 
Earlier, he had introduced the middle partners, both untalkative 
men in their forties, and Fraction, who was younger and enthu- 
Silastic and waved his arms about a lot. Fraction had a higher 
degree, but he wasn’t keen to talk about it; he had been in 
practice a couple of years. 

In the car, Lumbar agreed that at one time Fraction might 
have wanted to specialize in cardiology and become a consultant, 
but that now what he really enjoyed was having hundreds of 
patients to look after. Because Fraction was interested in hearts, 
the practice had bought him a second-hand portable electro- 
cardiogram for £100 (a new one would have cost two or three 
times as much). ‘He’s the only one who can interpret the beastly 
thing,’ said Lumbar, and stopped for the first call, a council 
house where the daughter had a mysterious pain. He decided to 
have her admitted to hospital, and on the way back to the 
surgery to negotiate a bed by telephone, he called to see a baby 
with a cold and a young man who, according to his mother, had 
‘never been strong’. Lumbar said: ‘There are patients who 
annoy me when they come to the surgery, and then I go to their 
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home and they become changed people. You only really know 
them in their environment.’ 

When the girl had been accepted by the hospital and Lumbar 
was on his rounds again, he continued to praise Fraction. ‘He’s 
brilliant at medicine,’ he said, and added that while he, Lumbar, 
allowed only five minutes per patient in the surgery when 
appointments were being made, Fraction insisted he must allow 
ten. From the way that Lumbar spoke, it wasn’t clear if he 
approved. Did he? ‘Well, of course,’ he said, ‘Fraction is one of 
the new school. He’s brilliant at medicine.’ Later he mentioned 
that Fraction was always grumbling because he didn’t have 
enough free time, and later still, Lumbar began to define the 
ifritation he felt with Fraction: he was clever but he wouldn’t 
go out at night if he could help it, and he didn’t have the knack 
of befriending patients. 

At the end of the afternoon, parking the car outside his big 
white corner house after a couple of late calls, Lumbar suddenly 
said: ‘We made a mistake, he made a mistake, and now he’s in 
for a life of frustration. I’m sorry for Fraction and I’m sorry for 
us.” A smell of scorched rubber rose from the car, and Lumbar 
stuffed his stethoscope, the only instrument he had used all day, 
Into the glove-pocket. He smiled weakly. ‘We only bought the 
electrocardiogram to keep him amused,’ he said. 

In the process of trying to foist his ideas on the practice, the 
clever young doctor may be accused of driving the patients 
away, of being tactless, of being a failed consultant who has been 
pushed into general practice by despair or his wife. Old and 
young partners have always conflicted, but the differences are 
sharper now because the new arrival, aware that medicine really 
has changed, comes up against a system of administering it that 
has not. If he wants to practise preventive medicine, screening 
patients for early symptoms, then his partners must agree to let 
him spend the time and money. If he wants to extend the range 
of his clinical work-—to X-rays, electrocardiograms, blood- 
tests — the practice must buy him expensive equipment. If he 
wants to do more with powerful drugs than have a few favour- 
ites that he prescribes ad lib, he must read widely to Keep in 


129 


The Doctors 


touch with chemotherapy. If he wants time to attend refresher 
courses, the practice must pay for a locum while he’s away. If he 
believes that the family doctor should work in conjunction with 
public health authorities and social agencies, he has to lose time 
and sleep over it, and perhaps end up being snubbed for his 
pains. And given the everyday pressures of a busy practice, 
whatever he does may be tolerated and isolated and watered- 
down from the original conception, so that the expensive 
machine becomes a toy, the theories about drugs turn into 
idiosyncrasies, and he ends up no better than his colleagues at 
looking after patients. 

Senior partners, their roots in the prewar days of compara- 
tively gracious middle-class living, have mellowed. They may 
resent the times, but they have learned not to kick so hard 
against them. Dr Vessel, a burly Midlander with a village 
practice that still allows him to go fishing, thought it only proper 
that a doctor should have a nice drawing-room in which to drink 
two damn’ stiff whiskies before dinner. He ate better than his 
partners, though it wasn’t like the days before 1939, when there 
was a little maid to hand the vegetables round. Another in the 
same category was the senior partner on the South Coast who 
said it had been terrible to see some of the fellows who applied 
when he had a vacancy. Each applicant was asked to bring his 
wife and children and stay for a meal, so that one could see if he 
was a decent fellow who knew how to hold his knife — ‘It may be 
petty but it counts.’ One of them was an Irishman, who arrived, 
with his family, two hours late for Sunday lunch, after driving 
up from the West Country, and had to be invited to stay the 
night. ‘We had to supply them with toothbrushes and nighties,’ 
said the partner, ‘and they didn’t even bother to write and say 
thank you.’ 

In these situations, a nicely-spoken young English doctor with 
a pretty wife, a baby or two and, better still, a big retriever is the 
ideal candidate. The least ideal is a Southern Irishman or an 
Indian. All sorts of libellous stories are told about feckless Irish 
doctors with hip-flasks and bad manners, but besides these 
dubious objections, there is the question of the Irish Catholic’s 


130 


Very General Practice 


religious beliefs, which can cause trouble in a practice when the 
patients want contraceptive advice or appliances. If the B.M.f. 
carries twenty or thirty advertisements for partners, one or two of 
them will probably specify ‘Protestant’. Others will say ‘British’, 
in order to keep out the Indians and other foreigners. There are 
various objections — foreigners are incompetent, the patients 
wouldn’t like it, it wouldn’t be fair to the children. A particularly 
explicit doctor in London, agreeing with a partner in a neigh- 
bouring practice, said that he felt guilty but stood firm. ‘He 
wouldn’t employ me in his practice in India,’ he said. ‘I’d smell 
in his practice and he’d smell in mine. I’m sorry, but I don’t 
want that. I don’t mind talking to him, but that’s all.’ 

Dr Vessel had not been faced with such a brutal choice. The 
partner he eventually appointed, Dr Phenol, was another ‘clever 
young fellow’, though Vessel himself had no time for ‘all this 
business of being flat-out in medicine’: his job, he said, was to 
keep his patients happy, and he didn’t want to be for ever trying 
out new drugs on innocent people. If there had to be guinea- 
pigs, let them be in hospital. Psychiatry was another racket. 
‘There’s a terrific amount in it, obviously, but it’s in its infancy. 
I’ve read a lot about the subject-—every time I pick up the 
Fournal there’s something — but I have never seen one case cured 
in the whole of general practice.’ 

Phenol, of course, was well up in these things, and the 
partners made a habit of consulting him about the more compli- 
cated disorders. But like many newcomers to general practice, he 
was still reluctant to settle for a diagnosis. It was also difficult to 
persuade the patients that Phenol was a good fellow. ‘Poor chap,’ 
said Vessel, lighting a cigar and throwing another log into the 
splendid grate, ‘he has to filch them from me. It’s really hard 
work. It'll take him ten years to get on terms with people.’ 

Vessel, like Lumbar, thought his younger partner talked too 
much about holidays. When Phenol called at the house, Vessel, 
in the course of a conversation about the Health Service, 
dropped a remark about ‘the young doctor nowadays who’s 
always thinking of time off.’ Phenol got his own back a few 
minutes later by saying that it was very easy for an older doctor 
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to get out of touch, then seemed to think he had gone too far, 
and said that he himself was getting out of touch, eighteen 
months after leaving hospital. 

The next day I talked to Phenol in his house; nappies were 
drying in the grate and a baby was crying upstairs. Before 
coming into general practice, he said, he had spent four years as 
an underpaid registrar. Why had he hung on so long in hospital? 
‘Because I was an insane idiot,’ he said. He had joined this 
practice on the understanding that the senior partner was going 
to retire and join his son and daughter-in-law in New Zealand; 
but the senior partner had stayed, and, although Phenol’s share 
of practice income was guaranteed, he was frustrated by the 
patients’ allegiance to doctors they had known for years. They 
were country people: they were odd. “The old-stagers say that if 
you have a disaster and someone dies, the people will have you 
for ever. But if you succeed, they’re as likely as not to leave 
you.’ 

Patients are unpredictable; this is why GPs lean towards those 
who are middle class, where there is more chance of mutual 
understanding. Occasional articles in the journals suggest what 
has been evident to patients for years, that GPs have ‘an uncon- 
scious middle-class bias’. An article in the monthly Medical 
World said (1964) that ‘the knowledgeable patient, common 
nowadays in the consumer-conscious middle class, may stimu- 
late the doctor without his realizing it. In an area of pleasant 
homes and gracious living his surgery will be more up to date, 
his waiting-room more tastefully decorated. The expectation of 
better service is often the surest way of getting it... .’ 

GPs tend to see their working-class patients as comic charac- 
ters, wheezing and moaning, muddling up the pills and speaking 
in broken English. A GP describes how patients come in and ask 
for a certificate, and reports them as saying: ‘Can I have a 
susstificate, doctor?’ ‘In England Now’, an amiable column in 
the Lancet, describes an old man in the surgery, rummaging 
through tobacco shreds and fluff in his pocket, producing cap- 
sules and tablets and asking the doctor for more — ‘Tiny little ones 
they are, like sachereen.’ ‘She always ’as the red medicine,’ says 
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another patient in another Lancet article, ‘and it’s that what she 
needs now.’ 

“The patients’ sound different creatures in practices a few 
miles apart — for instance, one in exurbia, with commuters and 
converted cottages, the other on a housing estate. Dr K, a GP in 
the commuter-country, said he respected his patients and they 
respected him. They were almost too nice at times: he was 
embarrassed when people said they didn’t want to call him out 
because he was too busy. ‘I don’t think we’re that busy,’ he said. 
He even told a story against himself, about an apologetic com- 
muter who rang to say his father had a bit of a pain. He was so 
apologetic that the doctor, who was in the bath when he got the 
message, forgot about it. The commuter phoned again two days 
later, still sorry to disturb, and when Dr K got there, he found 
the father had a burst appendix. ‘His son was still apologetic,’ 
said the doctor. 

Five miles away, on the housing estate, where Dr K took me 
in the afternoon to meet some of his colleagues, ‘the patient’ had 
become a disagreeable creature who was stupid or selfish, or 
both. Prosperous housing-estate families are generally agreed to 
make the worst patients, expecting medicine, like motor cars, to 
get bigger and better yearly. To doctors they seem to be exploit- 
ing and abusing their rights in a free Health Service. “Would you 
say the patient is an unreasonable sod?’ asked Dr K. ‘A lot of 
them are,’ said a housing-estate man. A colleague said: ‘It only 
takes five fingers and a telephone to call the doctor. The thought 
doesn’t reach the cerebrum. You’ve got to be absolutely dog- 
matic with patients.’ 

Another housing-estate GP said he thought ten per cent or 
less of the local families were difficult, but some of these were 
very difficult indeed. A man came off the night shift in a local 
factory at 3 a.m. and sent for him at 3.30. ‘You can’t be rational 
at half-past three in the morning, so I went. He had fibrositis — a 
bit of stiffness in the neck. I gave him a thoroughly good ticking- 
off, but it was no good saying it was an unreasonable thing to do, 
because if he’d been a reasonable man he wouldn’t have sent for 
me in the first place. I said, “Isn’t this a ridiculous time to send 


133 


The Doctors 


for me?” and he said, “But your surgery wasn’t open.” He'd 
paid his stamps and he didn’t see why he shouldn’t. When you 
do go for these patients, as we do quite often, this first reaction 1s 
one of surprise. The only thing that’s really effective is to tell 
them to go somewhere else, and get them off your list.’ 

Working-class patients are no longer downtrodden proles who 
do as they are told. Some of them have gone to the other extreme 
where doctors are concerned, but often the GP’s natural irrita- 
tion overflows into a general feeling of resentment and dislike. A 
doctor writing to Pulse, a popular GPs’ newspaper, suggested 
that ‘N.H.S.” stood for National Hypochondriacs Society and 
‘GP’ meant ‘Groveller to Patients’. Cars recur obsessively in 
conversations. ‘I could afford a Rover before the war. Now look 
what I’ve got,’ said a Welsh country doctor. ‘It riles me to see 
these patients with posh boats and big cars. I’m disappointed at 
the way I’m treated. Patients look on us as if we were technicians 
of the South Wales Electricity Board.’ “Today teenagers have 
cars — I was twenty-nine before I earned my first penny,’ said a 
typical letter-to the B.M.f. 

Occasionally the journals print letters from doctors that de- 
plore this caricature of the patient— affluent, lazy, fond of 
doctors’ surgeries — and ask how the profession can be so arro- 
gant or bigoted as to suppose that surgeries are full of people 
who like visiting the doctor. Or a lonely voice will ask how 
people with trivial complaints are supposed to know when their 
complaints are trivial-and not serious. Such cool observations are 
shouted down by angry GPs who apparently see the patient as 
an inconsiderate nincompoop, enjoying every minute in ‘the sur- 
gery, telephoning at midnight, demanding medicine and certifi- 
cates and cotton-wool. 

Overwork has become the core of doctors’ grievances. A 
monthly newspaper called G.P. (“The newspaper for the general 
practitioner’) printed a long anonymous piece about the ‘alarm- 
ing increase’ in the number of neurotics since the Health Service 
began, quoting ‘one exasperated GP’ who said that ‘half the 
patients he saw seemed to be going bonkers.’ It talked about the 
‘long and tedious discussions and explanations’ that were in- 
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valved in treating neurotics, expressed fears that we were be- 
coming ‘a nation of softies’, asked why young men looked so 
effeminate, and commented that ‘two exhausting world wars 
were not won by old-age pensioners and lazy scroungers spong- 
ing on the State, but by the flower of the nation’s manhood in a 
spirit of virile sacrifice.’ It finally calmed down and suggested 
that every GP should have a trained psychologist to help him. 

“The overworked doctor’ has been the plank of a thousand 
speeches, and some curious evidence has emerged, including that 
of the Bournemouth doctor who wrote to the British Medical 
Journal with details of his ‘personal time-and-motion study’, 
when, one week, ‘in the course of professional work I climbed 
586 stairs, changed gear 2,140 times, spent 184 hours in my car, 
6: hours on the telephone, 11 hours issuing certificates and 
prescriptions. .. .? (He didn’t say how long it took to make the 
study.) But although the GP’s instinct, when asked about his 
work, is to say that he is rushed off his feet, what evidence there 
is suggests that many are not. A Birmingham study in 1957 
found that the doctor concerned was spending thirty-three hours 
a week actually with his patients. Dr John Fry, a GP who is an 
indefatigable writer and calculator, estimated in the Lancet in 
1964 that in his own two-man practice, each doctor spent thirty- 
five hours a week in contact with patients. Fry conceded that the 
doctor’s day was usually split: ‘He works, say, from 9 a.m. to I 
p.m. at consultations and visits, and is then relatively free until 
his evening surgery at 6 — 8 p.m. With such a system he feels that 
he has worked an eleven-hour day; and on occasion he does — 
especially if he has contracted other regular professional work 
during the afternoons, such as hospital sessions or industrial 
work.’ 

As recently as 1958, a senior official of the British Medical 
Association, giving evidence to the Pilkington Commission, 
could say that ‘a good experienced doctor who is prepared to 
work hard does not find the present-sized list too great a burden. 
When I say work hard I mean work hard as a doctor knows hard 
work.’ Even with the qualifications, it is unlikely that any 
B.M.A. spokesman would have dared to say it in the climate of 
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hot propaganda that developed a few years later. Doctors like to 
retreat behind the ‘hard-work’ smoke-screen, and in their 
amiable moods, most of them admit it. Many doctors are notor- 
iously unpunctual, perhaps because it’s difficult to question the 
movements of a man who may be called at any moment to a 
haemorrhage or a confinement. But anyone who knows a GP will 
have noticed the deaf ear turned to non-urgent matters, the 
expert evaluation of messages about colds and bunions, the sixth 
sense for the significant pain or collapse that doctors’ wives 
develop when they answer the telephone and fend off callers 
from their husband, who is really having a cup of coffee or 
looking at the roses. Doctors are always on call and sometimes 
have to make unpleasant sorties in dirty weather in the small 
hours, but their days are flexible in a way that office-workers 
might envy. 

One of the remarkable things about general practice in Britain 
is the dearth of reliable information. Papers and surveys appear 
regularly, but they either propose solutions on the basis of exist- 
ing evidence, or report on a fragment of experience. The attitude 
of GPs to a salaried service, which would make them full- 
time State employees, is unknown, apart from private polls 
which have suggested that as many as half or a third would take 
a salary. Similarly, no one is sure how much work they do. A 
report by the College of General Practitioners, published in 
1965 — based on the findings of a working party headed by Dr 
Fry — had embarrassingly little to say about ‘overwork’. Unpub- 
lished inquiries by the B.M.A. more than ten years before are 
Said to have failed to show that GPs were overworked. 

In England and Wales the average number of patients per 
principal (that is, excluding ‘assistants’ who are paid a salary, 
instead of sharing in the partnership) rose from 2,326 in 1963 to 
2,412 by the end of 1965. By going back another few years, to 
1958, the figure is down to 2,267, so that in seven years there was 
an increase of 145 patients per doctor. At the current rate of 
consultation, this means visiting, or being visited by, two or three 
extra patients per day. But this definite increase between 1958 and 
1965 followed a sharp decrease over the previous decade. In the 


136 


Very General Practice 


early years of the Health Service, more than half the population 
of England and Wales lived in areas that were officially under- 
doctored. In 1950 the average list contained 2,520 patients. Then 
the first of the postwar doctors began to qualify and enter 
general practice, and between 1950 and 1958 the average list 
shrank by 253, from 2,520 to 2,267; now less than a fifth of the 
population is under-doctored. 

If it could be shown that patients were making substantially 
more use of their doctors, then the same-sized list might be 
growing more burdensome. Apart from a slow increase in the 
number of very old and very young patients, which does imply 
more consultation, no one has been able to show this. Fry, 
quoted above, whose practice now has a list of more than 7,000 
patients, showed an average of 3.5 consultations and visits per 
patient per year over fifteen years, 1949-63. The figure for the 
first year of the series was 3.7, the figure for the last year 3.3, and 
in between there was little variation. The national average, as 
calculated from the National Morbidity Survey in 1958, is 
slightly higher, just under four consultations a year. Other esti- 
mates suggest five or six: 

All these figures, both the size of lists and the number and the 
nature of consultations, conceal variations. Women go to the 
doctor more than men, old people more than young. Urban 
doctors see three or four patients in the surgery for every one 
they visit at home; rural doctors have to visit a higher propor- 
tion. Patients are less demanding in an area like East Anglia than 
in a South Wales mining valley, where there is a tradition of 
‘company doctors,’ and life is bleaker. Behind the neat average 
of 2,362 patients are quiet practices in salubrious villages, run by 
elderly doctors who can manage with only a thousand patients; 
and crammed lists in grimy districts, where a high income 1s the 
sole compensation. In Devon, only two per cent of patients are 
on doctors’ lists of more than 3,000; in Staffordshire, forty-two 
per cent. In the Lancashire town of St Helens, which has the 
worst figures in the country, more than two-thirds of the inhabi- 
tants are on lists above 3,000. Payments are offered by the Mini- 
stry of Health to induce GPs to practise in under-doctored areas, 
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and hints have been dropped about ‘the deployment of medical 
manpower to the best advantage’, making the profession fear 
that in the end, doctors who can’t be persuaded may be pushed. 
There is already a form of negative direction which keeps GPs 
out of over-doctored areas. 

Any and every degree of hardship and overwork can be 
claimed on the basis of figures as involved and incomplete as 
those for general practice in Britain. The number of doctors who 
emigrate yearly (from general practice and the hospital service) 
has been variously estimated at anything from a few hundred to 
a thousand, with the Ministry of Health doggedly sticking to the 
lower figure and the medico-politicians as doggedly clinging to 
the higher one. Slow population changes have been dramatized. 
Once ‘overwork’ became a peg for the profession to hang its 
grievances on, reasonable discussion was muffled. It was no use 
the Lancet saying in an editorial (November 1964) that although 
the familiar explanation was overwork, ‘this is by no means the 
whole answer. Formerly general practitioners worked them- 
selves to the bone and still counted their lot good.’ There was a 
hard political ring to ‘overwork’ that made it a valuable device 
for trying to convince oneself, as well as the Government, that 
the troubles of general practice had a simple solution. The real 
problems might lie deeper: a lack of certainties, the feeling of 
incompetence beside hospital medicine, the difficulties of deal- 
ing with patients who are not as meek and tractable as they used 
to be. ‘Overwork’, as the uproar of the mid-sixties made clear, 
is easier and pleasanter to say. 

Overworked practices themselves often look different from the 
angry generalizations. Many of them are good, in the sense that 
the doctor is doing his best in the circumstances. But it’s among 
the big busy working-class practices that one sees the shabby 
side of medicine — queues on the pavement and lock-up sur- 
geries with bare boards and broken chairs. Anyone can see the 
seediness — in London, from Shepherd’s Bush to Dalston, in the 
poorer part of every British city, in the Welsh coal valleys — 
though it’s more difficult to demonstrate the results. Ann Cart- 
wright says in Human Relations and Hospital Care that, com- 
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pared with working-class areas, twice as many doctors: in 
middle-class communities have higher medical qualifications, 
beyond the basic ones needed to practise. 

But it doesn’t necessarily follow that doctors who are more in- 
telligent and painstaking enable patients to live longer, happier 
lives. Even in the more black-and-white conditions of a hospital, 
the delicate matter of measuring the quality of medicine is only 
just beginning. In general practice, you can suppose that the 
surly doctor with the smelly surgery and no couch for examining 
patients is deplorable, but you can’t prove it in terms of results, 
or even in terms of resentment, since there are still patients who 
don’t object to being bullied. The fact that most people recover 
anyway, and that everyone is going to die in the end, means that 
a GP who slaves night and day is going to be lucky if the crude 
statistics make him seem any better than the indifferent GP who 
bolts the surgery door at seven and hands over to a call-service* 
at nights and weekends. Some of the indifferent GP’s patients 
will feel ill because he hasn’t diagnosed their anaemia, and the 
occasional one will die sooner than he need have done because 
the doctor didn’t discover that he had cancer. But even the 
conscientious doctor will miss a proportion of ill-health, at least 
under the present system. Rigorous hospital examination will 
reveal most of what it is possible to know, but this is requested 
by the bad GP as well as the good one. Young casualty officers in 
London hospitals, who have to cope with large numbers of 


* Well over half the 2,300 GPs in the London area use one of the deputizing 
services, which, for a fee, will take over a doctor’s practice for a night, an 
afternoon or a weekend; and services have been started in a number of 
provincial cities. , They employ doctors on a part-time basis - many of them 
young hospital housemen and registrars, glad to earn a few guineas a session. 
In an area of 100 or 200 square miles, as many as 800 GPs may be off duty, 
their emergencies in the hands of comparatively few doctors with radio cars, 
linked to a central control. The organizers of the better relief services are 
adept at gauging the likely number of emergencies at any given time, and 
say they can give the necessary cover with a skeleton staff— using so few 
doctors, in fact, that the doctor-owner of one company said he preferred not 
to say exactly how many, in case the public might be alarmed. One district 
I was told about customarily had ten or so emergency doctors to look after 
the practices of 180 off-duty GPs. 
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casual patients, talk scathingly about metropolitan doctors. 
“There’s one chap down the road who sends practically the 
whole of his surgery across every evening,’ said a houseman at a 
teaching hospital. But he added that, of course, once they were 
referred to hospital, patients were well and truly examined. One 
is left with the common-sense assumption that overworked 
urban practices must be worse for patients, without much evi- 
dence to support it, and a suspicion that the matter is more 
complicated than it looks. 

Dr Gut has what he likes to call ‘a palmy practice’ in a provin- 
cial town. ‘Although I seem to be moaning,’ he said, ‘it’s a really 
palmy practice. Don’t look for wonders. Be content. That has 
been my life.” Gut has a wooden surgery built on a strip of grimy 
grass, between a level crossing and a row of stone cottages. He is 
one of the dwindling band of 5,000 single-handed practitioners. 
He has 2,450 National Health patients, a thousand fewer than he 
is entitled to, and they sit in a scullery-like waiting-room on old 
kitchen chairs, or stand against the dented walls. Gut’s ‘surgery 
hours’ are typed on a flyblown piece of paper, yellowing under 
cracked glass, and anyone calling outside those hours either gets 
no reply, or is told by a slatternly woman who lives nearby to 
come back later. 

The waiting-room has a couple of cancer posters on the wall, a 
little purple card on the windowsill promising ‘Family Planning 
information on request’, and, in a clean glass frame on the door 
into the examination room, a card headed ‘— Local Medical 
Committee’. This gives details of charges recommended for 
private certificates, and looks official and statutory, though it 
isn’t. The local medical committee represents GPs in the area. 
But by sending out a circular on headed paper, GPs can make 
the charges look official. This avoids argument with patients who 
know they are entitled to free certificates with which to claim 
National Insurance benefit when they are ill, but may not realize 
that they have to pay whatever fee the doctor likes to charge for 
various other bits of paper. Gut’s list begins: ‘Private certificates 
for Work (Fit or Unfit) — 2s. International Certificates of Vacci- 
nation and Revaccination — ros. 6d.” Another copy hangs above 
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his desk, and when he has to write a private certificate, Gut 
points to the notice and smiles briefly at the patient. A lot of 
doctors have the same routine. 

Small and spry, with white hands and a bony neck, Gut talks 
with a Midlands accent that has never been stamped into neutral 
professional tones; his medical school was in the provinces. He 
is a Widower with three children. He lives at a safe distance from 
his surgery — on the main road three miles away, in a squat villa, 
where he has a houseful of furniture, and room for the car and 
his teenage son’s motor-bike. 

Relaxing in the garden in slippers and smoking-jacket, Gut 
talked cheerfully about the wickedness of patients and his 
remedies for dealing with them; he said he had been drastic, but 
you felt that nothing he ever did would be drastic enough to 
quench his air of grievance. He was no socialist, he insisted, but 
he was no Tory either, and the Health Service had let him 
down; he loved people and hated to feel the patients were his 
enemies, but they were sucking his life. 

‘I have cut my practice to the bone,’ he said. ‘I was an idealist 
once but now I’m acynic. I call mine a palmy practice because 
the patients know me. A few years ago I decided that no longer 
was I Jesus Christ — no longer would I try and teach people. If 
we don’t get on, I ask them to go elsewhere, and I’ve been very 
happy ever since. Certain people walk into the surgery, and if I 
don’t like the look of them, I won’t take them. When I cover for 
another doctor, his patients send for me at all hours. Those are 
the sort of people I have eliminated. But financially it’s been 
very hard. 

‘I have always wanted to be a doctor, strangely enough, but I 
have come to the cold conclusion that I must live, and my 
children must live. If things don’t improve, I am going to stop 
work at sixty and draw my pension, if it’s only ten pounds a 
week, and do part-time medicine. If I get ten per cent of people 
pestering me, that is nearly two hundred and fifty. I refuse to 
take patients who transfer from other doctors. I say, if Dr X 
can’t satisfy you, then I can’t. And if all the doctors were like 
this, it might teach the patients some self-control. I tell them to 
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come if they’re worried —if you’re worried about the children, 
bring them in, as long as you bring them early in the morning. 
And as I say, I have a palmy practice. And as I say, they know 
it.’ 

Gut, like many others, has perfected his surgery-management, 
with a system of ready-made forms and letters which includes a 
typed request to the chemist, printed by a friend of his, ‘Please 
supply ... of the usual pills for Mr....’ He wasn’t sheepish 
about his methods; a neighbouring GP, with a seedy lock-up 
surgery behind a bay window, painted dark green, refused to see 
me under any circumstances (one of the few doctors who did), 
but Gut, after a short exchange of letters, seemed almost anxious 
to meet and talk. 

‘You’ve probably got a picture of a mixed-up kid,’ he said. 
‘Well, that’s what I am. But if a patient sends for me, I go 
immediately. There’s no such thing as coming quicker than me. 
Some of my patients say I come too quick. Nobody has sent for 
me by eight and I’ve not got there by ten. That is a bit of a 
record. There’s no excuses, no arguments, no ifs, no buts. That’s 
the sort of stooge I am. If I have a haircut, I leave the number 
with my sister. From what I’ve said about patients, you might 
think I hate people. I love people. That’s why I’m a general 
practitioner. You’re on tenterhooks all the time because you 
don’t want to miss anything. Sometimes something crops up, 
and you think, I wish I’d examined that one. You can’t examine 
them all, so you have to become something of a wizard, to know 
which one to examine. There’s this tension the whole time. 

‘I went to the surgery this morning and I guarantee there were 
forty people there. I closed the door at eleven. I had been going 
since ten past nine, and there were twelve people still in the 
waiting-room. You can’t keep referring them to hospital, be- 
cause the patient won’t want to go, and the specialist will want to 
know what you’re playing at—you’re dealing with the same 
doctors all the time. Somebody must find a solution, and till they 
do, there’s no Health Service.’ 

The paradoxical Dr Gut said he had no time for private 
patients. (“They’re as good as saying that if they don’t pay cash 
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they won’t get proper treatment, which I regard as a gratuitous 
insult, professionally. They seem to feel they have certain 
rights.’) He had come to believe in a salaried Health Service but 
‘the stupid doctors won’t have it.’ He didn’t have time for stock 
professional attitudes. He didn’t believe that doctors needed 
secretaries: that was a myth, created by GPs who were doing a 
lot of private-insurance work and the like, and wanted to use the 
Health Service to finance their other activities. 

This was a canny point with a grain of truth in it. So was Gut’s 
assertion that much of the talk about the devotion of doctors to 
their patients (in the days before the Health Service put a legal 
edge on their responsibilities) was nonsense. “They talk about 
looking after their patients twenty-four hours a day, but they 
never did. They went playing golf and they went fishing.’ 

As I was going, he tried to summarize how he felt about 
patients. “There’s a chap now who’s dying. He was the biggest 
bastard you ever saw. He used to call me names. Now he just 
wants me to call and see him, though there’s nothing I can do. 
This’, said Dr Gut, stretching his arms above his head, ‘is what 
makes general practice worthwhile.’ 

Another and more common type of working-class practice, 
often but not always seedy, is the one where the GP adds every 
possible patient to his list, and treats the resulting income as his 
reward for hard labour. There are plenty of these in London, the 
Midlands, the North and the Welsh valleys, which have a par- 
ticularly evil reputation in the profession. A coal valley used to 
be somewhere to go as a young doctor and make your pile; this 
was then used in your forties or fifties to buy the practice of a 
retiring doctor in Bournemouth; after which the pithead and the 
black lines of cottages became a bad dream. 

National Health practices can no longer be sold, and desirable 
ones have their junior partners who may be paying their seniors 
in kind — doing most of the work while the old man continues to 
take most of the money. Junior partners in this position regard 
the practice, when they finally lay hands on it, as their rightful 
inheritance. The valley doctor, once he has a practice to himself, 
may stay there all his life, if his health and temper stand it. One 
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of them, an elderly man, showed me his audited accounts: gross 
income £8,125, from which he had to pay an assistant and a 
dispenser. His overheads weren’t those of a model practice with 
secretary and facilities for clinical work beyond the minimum; 
after running his car and paying all expenses, he was left with a 
net income of £4,300. ‘But you couldn’t call it living,’ he said. 
His valley was a ‘designated area’, with cash inducements 
offered to new principals. But if any young GP did come and put 
up his plate, it would be resented by the others, who would try 
to freeze him out because they wanted the patients for them- 
selves. 

There are other doctors in industrial areas, paying as little as 
they can to an assistant and taking on as much private factory 
and insurance work as they can get, whose gross income is about 
£10,000. They live as far from the smoke as possible, and the 
brass name-plate on the door of the suburban house is for 
income-tax purposes, so that they can add household expenses 
to the tax claim — they don’t welcome patients there. The assis- 
tant handles the emergencies. These doctors are usually practis- 
ing in areas where health is below average. In some Welsh 
valleys, a baby is twice as likely to be stillborn or to die in its first 
week of life as a child born in a place like Norwich or Brighton. 
The pits produce a high rate of accidents and the environment 
breeds chronic disease. In Wales there is also a tradition of going 
to see the doctor. Before the Health Service, general practice in 
these places ran on a system of small regular contributions to 
pay for a man’s wife and children (the breadwinner being 
covered by the National Insurance scheme that started before 
the First World War). In parts of England the custom was to pay 
something for each consultation with the doctor, which meant 
having as few consultations as possible; the South Wales system 
didn’t penalize the regular patient, and boys were slipping round 
to the surgery to get Vaseline, ostensibly for medication but 
really to rub 1n father’s boots, long before the politicians worked 
themselves up over free cotton-wool under the Health Service. 

Even in summer, a GP may see fifty or sixty patients at one 
surgery, while the receptionist hands out certificates to regulars 
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who don’t see the doctor at all. “The Welsh complain a hell of a 
lot. They’re a neurotic nation,’ said a valley doctor, sitting 
crouched in his cubby-hole, in another lock-up surgery. “This is 
the sausage machine,’ he went on. ‘What we are trying to do is 
find out what is genuine — whether we need to strip them off or 
what.’ A middle-aged woman came in; she had a sore on her lip 
and he examined her by the window, standing in the light. As he 
was Writing out a prescription for ointment she said: ‘And could 
you give me something for my kidneys?’ He got her to stand 
again, and open her coat, so that he could feel her back for 
tenderness. ‘Right-ho, my girl,’ he said, and gave her two pre- 
scriptions; it all took about four minutes. When she had gone, 
and before he called for the next one, he said: “This is not 
preventive medicine. Mrs Jones says, “I have an ache here,” and 
I give her a prod and tell her to go home, and hope to God I’ve 
not missed anything.’ 

A GP who has now left the valleys said it was instructive to see 
how doctors reacted to large doses of human misery. ‘I’m sure it’s 
not as bad as it used to be,’ he said, ‘but it’s no damn good 
compared with London, though they’ve got their own kind of 
misery there.’ He gave a lurid history of a valley. One doctor was 
drinking hard and had an ulcer. Another died of a heart attack. 
‘Another one buzzed off to work for a drug company and wrote 
letters to the papers describing the place as a shambles. Another 
one worked too hard in an epidemic and committed suicide a 
fortnight later. It was covered up at the inquest, and there was a 
story in the papers about his love for the valleys. In fact he hated 
them.’ And in the last few weeks, another doctor had a night out, 
fell asleep in an armchair and was burnt to death; he had been 
one of the replacements for a dead doctor. One of the trials of 
the valleys is that it’s difficult to escape to a green belt, as a GP 
can do with a city practice: the geography of the place, with its 
mountains and bad roads, makes doctors live closer to the job. 

Others manage to survive the black areas without succumbing 
to greed, drink or indifference; they manage not to be disillu- 
sioned, though they have few illusions left. Some of them are 
politically unorthodox, for a right-wing profession, and at least 
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one Communist GP practises in the Welsh valleys. Doctors who 
protest at this level are fighting the system, and you hear the 
same cynicism about Harley Street, the Ministry and the royal 
colleges that you hear from slum-parish clergymen about arch- 
bishops and the Church Assembly. Dr Steth, a young GP who 
practises in a Northern mining village, in an under-doctored 
area, said four men applied for a vacant practice the year before. 
One travelled no further than Leeds, one was a well-known 
alcoholic, one was an Indian, the fourth was a less well-known 
alcoholic, who got the practice. As a man at the executive 
council had told a colleague of his in a slum area, ‘If you’ve got a 
semi-alcoholic — and there are plenty of them about - this is the 
kind of place to park him, because the people round here expect 
a tatty kind of doctor.’ Worse breeds worse, and good GPs in the 
more decrepit areas see their chances of improvement slipping 
away, as poorer doctors are appointed to neighbouring practices 
because no one else will apply. 

Steth has his surgery in a complicated affair of tin and bricks, 
built on to the end of his small stone house. He confines himself 
to patients in and around the village, and doesn’t strive to keep a 
full list like some of his colleagues, who are always having rows 
about patient-snatching. His examination room is not much 
more than a cupboard, but it has a clean couch and a screen as 
well as a desk, three chairs and a handbasin. Steth is in the 
North for complicated personal reasons. He fights the system by, 
among other things, interpreting the regulations to suit his own 
sense of social order. Like other doctors in other industrial areas, 
he perjures himself regularly by writing certificates to help 
people in trouble. Acts like this are not always altruistic; some 
doctors are forced to be more free with certificates (and birth- 
control pills, and everything else) than they want to be, because 
they are afraid that to say No will propel patients towards more 
willing colleagues. This doesn’t seem to be Steth’s reason; he has 
about 500 fewer patients than he is entitled to; he says he likes to 
get people off the hook. 

In his morning surgery he syringed a girl’s ears, looked at an 
infected coal-sore, and told a woman who was taking contra- 
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ceptive pills not to worry because she had missed a period. Then 
came a young Welsh housewife, married to a collier, whose 
regular illness was to stay at home and help his wife with her 
housework when she or the baby was ill. Steth didn’t mind 
writing illegal certificates in a good cause, but in this case he 
thought the husband was a bit of a rogue, and had probably 
drunk too much at the weekend. The woman said he had a bad 
foot, and had also been helping her in the house because the 
baby was teething. 

‘Has he been helping?’ said Steth. ‘Honestly?’ 

“Oo — fair play!’ she said. 

‘Now, you make him work, because I don’t know how much 
he’s been doing.’ 

She smiled and said nothing, aware she had won. Steth wrote 
out a certificate for the husband to claim National Insurance 
benefit, and said to tell him not to make a habit of it. 

‘Which foot, by the way?’ he said. 

‘Oo — I’m not sure.’ 

‘Right foot,’ said Steth confidently, and finished off the 
certificate. 

Later in the surgery he wrote a certificate for a healthy young 
man who asked for ‘a paper to finish at the works’. He wanted to 
leave his job so as to look for work in London, but his employer 
was keeping a week’s pay in hand, which would be forfeited 
unless he had a medical reason for absenting himself. Steth 
obliged, but stopped at giving the man a National Insurance 
certificate as well, so that he could claim sickness benefit. 

Steth worked with a curious defiance. He produced notes 
about his patients —-long histories of minor complaints, indus- 
trial mishaps mixed up with colds and aches and family trouble. 
‘Ankle injury at work: (1 day). Worried about wife (1 day). 
Chest bad again (tight) - Tetracycline. Chemical dust in eye, off 
five days. Feeling rotten; cough.’ People in unpleasant jobs 
made more fuss than white-collar workers about colds and 
stomach-aches, said Steth, and there wasn’t time to listen to 
them properly: so doctors fobbed them off, and so they kept 
coming back. He drove slowly down the main street, calling at 
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the little houses, deprecating the tranquillizer he prescribed for 
a woman, but adding that at least it couldn’t kill her. Mental 
depression was simpler than people were willing to admit. 

‘People’s reasons are generally as plain as a pikestaff,’ said 
Steth. ‘Take a man who has spent his lifetime doing something 
stupid, and who’s not very well. Of course he’s depressed. Why 
give him drugs? Give him opium or booze. I don’t think that 
drink’s as bad as it’s made out, I don’t think that Sleep-O’s as 
good as it’s made out. But doctors are the most bigoted of all 
social workers. They like to classify diseases, but what about a 
woman who’s like a scrag-end from top to bottom? Who’s 
emaciated and doesn’t eat properly? She’s not suffering from 
any disease, but there’s no doubt that she’s suffering from ill- 
health.’ And he went on to visit another woman, living alone, 
with a kettle steaming on the hob, and a small brown loaf and a 
small bottle of milk on the kitchen table. 

After seeing half a dozen under-privileged practices you begin 
to wonder whether it was always as desperate as this, or whether, 
as senior partners like to suggest, there really was a golden age of 
family doctoring in the past. It doesn’t seem likely, though some 
of them are persuasive. An efficient country doctor, miles from 
the nearest hospital, who sets fractures, removes whitlows and 
cleans up wounds from gardening forks and fish-hooks, can be 
seen to be doing good. He has a little operating-table, a gas 
machine and an exercise book for listing his minor surgery; 
lately he has bought an electrocardiogram; his patients seem to 
like him, but he feels a loss of respect since the days when he 
was equal to the local squire. “When I started in practice,’ said a 
London doctor, middle-aged and gone to work for the B.M.A., 
‘people used to worship my partner. He used to say that a drop 
of kindness was good for the practice. He may have had a cynical 
motive, but he knew how to handle patients.’ 

In this delectable past, doctors managed to golf and fish, yet 
were always mysteriously on call. They had emerged as a branch 
of the profession in the nineteenth century — springing chiefly 
from the apothecaries, who lacked the style of the physicians — 
and begun the twentieth century as two distinct groups. One 
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was wealthy, with wealthy patients; the other was poor, the 
‘sixpenny doctors’ employed by clubs and friendly societies. 
Writing in Medical World, Dr John Horder, a GP, remarked 
that one hears it said, without evidence, that the status of the GP 
has been declining since 1900. ‘General practice at the beginning 
of the twentieth century was characterized by much greater 
inequalities than we see today,’ said Horder. “There were rich 
doctors and very poor doctors. Those who regard this as the 
heyday should remember the conditions of club practice, which 
was widespread. Conditions under the present national health 
service are by comparison utopian.’ 

Between the world wars the modestly affluent GP came into 
his own. National Insurance, forerunner of the Health Service, 
covered his wage-earning patients; the expanding middle-class 
could pay his bills. He could live comfortably on a thousand 
pounds a year. Money, and the relative decline in bourgeois 
standards, have something to do with the GP’s hankering for the 
past. But other assets have wasted. Before the Health Service, 
the GP was more involved in medicine. He set more bones, 
stitched more wounds and delivered more babies. Before the 
second war comparatively few specialists worked outside the big 
centres, though from the late 1930s the policy had been to 
encourage them to settle in provincial hospitals; even in 1948 
there were four GPs for every consultant. By 1964 the ratio was 
three to one, and there has also been a large increase in junior 
hospital staff. Before the war, GPs treated patients not only in 
small cottage hospitals, as some of them still do, but in large 
general hospitals. They gave anaesthetics and performed opera- 
tions, not always with the best results, though it doesn’t do to say 
so. ‘Many an abdomen’, wrote a columnist in Medical News 
(1964), ‘bears the scar of either an unnecessary appendicectomy 
or an appendicectomy carried out by some ham-handed general 
practitioner in a local cottage hospital.’ 

A fortnight later ‘West Country Practitioner’ was writing 
furiously to say that ‘it has been my experience in the best 
London hospitals to see rough appendicectomies carried out in 
the name of the consultant by a houseman having his first go.’ 
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But it is widely admitted that the standard of GP surgery varied 
enormously; for the patient, it was a question of luck. ‘Before the 
war every Tom, Dick and Harry used to come in here and 
operate,’ said a Welsh surgeon. ‘It was a mess. It wasn’t a teach- 
ing hospital and the standard of surgery was low. This was 
before the days of legal aid, of course.’ Not all GPs look back on 
the situation with pleasure. ‘I used to do hernias and gall- 
bladders at the cottage hospital — the lot,’ said a doctor who 1s 
now glad to leave it to the visiting consultant. ‘It was an absolute 
nightmare because you had to live with that patient for the rest 
of his life.’ 

Obstetrics was another branch of general practice that in- 
volved the doctor in medicine more than it does today. Two- 
thirds of babies are born in hospitals and nursing homes, and 
you hear middle-aged GPs talking sharply about the empire- 
building of consultant obstetricians, and saying that GPs used to 
deliver babies as successfully as any hospital unit. But obstetrics 
is the one kind of medicine in Britain where methods and results 
have been accurately measured on a large scale; it has moved 
into the area of statistics. Older women, shorter women, women 
who have had several children, women in the lowest social 
categories, are all at increased risk. 

“Things have altered radically. Our whole concept of normal 
delivery has changed,’ said an obstetrician. ‘We have to save the 
cases that would have been considered an Act of God in the past. 
The B.M.A. doesn’t like the idea that facilities in general practice 
are inadequate, but in fact, the domiciliary service isn’t so hot. 
Two-thirds of women booked to have their babies at home, with 
GPs looking after them, don’t have their blood tested.* No single 
GP sees enough cases toappreciate the overall situation. It 
makes me shudder when I hear someone say, “I remember a 
case....” They'll say, for example, “My dear fellow, I’ve had 
dozens of breech deliveries at home-—I just pull them out.” 
They write to the B.M.¥. about it. But the figures show that 
breech deliveries make up one in five of babies who die, but only 


* The two-thirds figure is from Perinatal Mortality, a survey for the 
National Birthday Trust Fund, and refers to 1958. See Chapter 11. 
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one in fifty of babies who live. With a good obstetric unit in 
hospital to deliver breeches, and the consultant or registrar on 
the spot, the mortality is very little higher than normal.’ 

Some GPs would disprove the statistics if they could; since 
they can’t, they ignore them. But they know their clinical skills 
are being questioned by those other, clever, superior doctors: 
this is what much of the frustration is about. Bad feeling be- 
tween GPs and consultants is rife because the hospital doctor is 
in the fashion for scientific medicine, and the GP is not. Carried 
to its extreme the argument says that when a bedside manner 
was the most important weapon in medicine, the GP could hold 
his own, but now that the weapons are scientific the GP is a 
half-trained onlooker. Many specialists always do carry it to the 
extreme, like the young physiologist who said that the GP’s job 
was to have suspicions and then to refer people to hospital; he 
should also know about the patient’s family. “This is his role — 
it’s not to interfere in clinical medicine, do you get me?’ 

Lord Moran and his ladder still rankle. An elderly consultant 
smiled sadly and said that GPs didn’t have a single clue. “They 
are the skimmed milk,’ said a psychiatrist. Some of the consul- 
tants’ scomm is the customary backbiting that goes on between 
branches of a profession, and some of the older consultants who 
say these things are themselves despised by their juniors. But 
increasingly, GPs have to take things on trust. Even with drugs, 
which they can use to control conditions from blood-pressure to 
pneumonia, they flounder through hundreds of products, taking 
the advice of advertisements, travelling reps, the Ministry of 
Health, the journals, their colleagues, and sometimes even their 
patients. Some manufacturers woo them with ‘drug dinners’ and 
‘drug lunches’, where GPs are entertained at the local hotel to 
food, drink and a sales-film. 

‘I go and lecture to GPs,’ said a hospital pharmacologist, ‘and I 
get asked pathetic questions about which drugs to use. They’re 
being battered from all directions.’ He added that there was a lot 
of misuse of drugs by GPs, though it ill-behoved anyone in a 
hospital to say it, since there was a lot of misuse by consultants 
as well. A consultant at a teaching hospital, who said that GPs 
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could do irreparable harm with drugs, added: ‘I’m not saying 
the hospital doctor can’t do the same, but the great man is 
always surrounded by others, who will at least clear their throats 
if he seems about to do something silly.’ 

Regular contact between GPs and consultants may mean only 
letters and phone calls, or golf and drinks at weekends. One 
piece of machinery for professional contact is the ‘domiciliary 
visit’, where the family doctor asks a specialist to see a patient at 
home. This is used a lot outside London, and about 300,000 
such consultations take place each year: but fewer than half 
are thought to be attended by family doctors, and the numbers 
are falling. Several thousand GPs do part time work in hospitals, 
and one doctors’ lobby is anxious to develop this. Others use 
the hospitals’ technical facilities for X-rays and chemical investi- 
gations. But so far GPs ask, and are encouraged to ask, for few 
such tests. 

Coordination between different arms of the Health Service is 
at best imperfect and at worst non-existent. People muddle 
through. When a GP wants to have a patient admitted to hospi- 
tal, he may be lucky and find a bed straight away, or he may 
know the consultant and be able to pull strings, or he may have 
to phone a succession of hospitals and argue. (In London, with 
more than 200 general hospitals, the semi-official Emergency 
Bed Service more or less guarantees to see that the patient is 
admitted somewhere.) He may even pretend the case is worse 
than it is, in order to persuade the admitting doctor. If an old 
man has bronchitis, the hospital will probably say he should be 
nursed at home; there may be no one to nurse him, but this 
counts as a social problem, not a medical one. So the GP calls it 
heart failure and gets his patients into the ward, where the 
registrar later throws up his hands at such a diagnosis. Often 
there is open hostility. A Scottish GP was complaining about the 
reports that hospitals sent him on his patients: he would send a 
man to outpatients to see if he had a stomach ulcer, and a 
fortnight later get a scrap of paper that said: ‘No lesion demon- 
strated’, with someone’s initials on the end. Then he went to 
spend six months in a hospital, working as a surgical locum. 
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‘Within seven days,’ he said, ‘I was fighting the GPs, shouting at 
them on the phone, hating their guts.’ 

While GPs grumble about hospital reports, hospitals grumble 
about the “doctor’s letter’ — the letter with which the GP refers 
the patient for hospital examination. There’s an old medical 
joke, about the GP’s letter that said: ‘Dear Doctor, Please see 
this patient. ? chest’, and got the reply, ‘Dear Doctor, chest 
present.’ A London inquiry reported in the B.M.7. (1964) found 
that just under half the sample of thirty-eight consultants 
thought GPs’ letters unsatisfactory. Discourtesy by the GP may 
irritate the hospital, but discourtesy by the hospital bites deeper. 
‘I have seen the general practitioner being degraded steadily 
..., Said a letter to the B.M.¥. (1964). ‘Clinical direction, pre- 
scribing, referring our patients to other consultants, dissemina- 
tion of confidential reports on patients to local authorities, and a 
host of grossly unethical practices are rapidly becoming 
established.’ 

In private, the angrier GPs are full of ruderies about the 
snobbery, incompetence, bad manners and unpunctuality of 
consultants. A GP said that a consultant who hadn’t attended his 
quota of domiciliary cases would approach a practitioner, and 
suggest they split the fee — a.consultant is paid £5 10s. for each 
home visit by the Health Service, up to a maximum of £275 a 
quarter; so towards the end of a quarter, if he has earned less 
than his £275, he may be trying to catch the eye of family 
doctors. ‘They do it over a drink,’ said the GP. “The consultant 
will say, “I’ve got a dozen visits left,” and the other chap will say, 
“T’ll send you some people. Funny thing, I’m worried about 
them all.” I know a surgeon who put it beautifully. He said, 
“You know, I’ve never been able to reconcile myself to the 
difference in income between chaps like you and me. The way I 
do it is this. If I charge seventy guineas for an operation on a 
patient you’ve sent me, I send you half.”’ The GP gave a big 
smile. ‘He was a nice guy. I never sent him a patient,’ he said. 

GPs who care enough to argue about it say that a family doctor 
will follow patients through half a lifetime, and will obviously be’ 
better equipped to understand them. Consultants reply that it’s 
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not obvious at all, or concede that the family doctor can be a 
good friend, but question the medical value of his friendship. 
Long acquaintance isn’t necessarily the ideal condition for those 
full, frank discussions that hypothetical GPs have with their 
patients. Writing in Medical World (1964) two doctors, one a GP 
and one from a marriage clinic, said that general practitioners 
were ‘often aware of the premarital and marital problems in 
their practices but, like their patients, often feel too embarrassed 
to talk about them openly.’ 

But this is one direction that family doctoring could take: the 
wise-friend-and-counsellor approach that uses the special con- 
ditions of general practice to look behind the patient’s aches and 
pains for the state of mind that may be causing them. This 
psychosomatic approach has strong advocates, though many 
doctors dismiss it as a truism and say that a good GP will always 
take the patient’s whole personality into account. Dr Michael 
Balint, a well-known Freudian, is the leader in this field, and the 
book of the movement is Balint’s The Doctor, His Patient and 
the Illness, published in 1957. Balint explores the way in which 
illness may have psychological roots, and looks critically at the 
orthodox medical preference for physical diseases with labels. 
Parts of the book are speculative and controversial, but its de- 
tailed observation of the way in which GPs are involved with 
their patients, and of how this relationship can mould an illness, 
has won orthodox approval. Balint has done more than restate 
the old premiss that a doctor should be treating a patient, not an 
illness. Believing that GPs could be trained to help neurotic 
patients by listening carefully and sympathetically, he organized 
doctors’ discussion groups at the Tavistock Clinic in London. 
This research project into the use of ‘simple psychotherapy’ 
provided the material for the book; the seminars have spread to 
other places, and there are now hundreds of doctors who try the 
technique on at least some of those patients whose symptoms 
may be due to anxiety and depression. 

“They come here once a week for a couple of hours, usually on 
their half-day,’ said a psychiatrist at the Tavistock. “They come 
when they’re discouraged. GPs feel they’re the country cousins 
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of medicine, but at the seminars they get a sense of their own 
crucial importance.’ A Scottish GP who uses psychotherapy said 
he would give thirty minutes to a new case when he was in the 
mood, though his two partners had no time for it. He talked 
dispassionately about the partners. One of them saw most of the 
chronics in the practice. ‘He and the patient coexist. They agree 
to make the best of it. Very often what they come with isn’t an 
illness, it really is a way of life. When he’s on holiday, we know 
that on certain days the chronics come and we'll have to see 
them. Most strange people — funny old people, in the kindest 
sense. They have a weekly injection or a bottle of medicine, and 
he helps them to live with it. It’s rather like going to church, 
believing in God and accepting the suffering of the world.’ 

The second partner dealt in ‘short, sharp punches. Because 
it’s not a serious illness, he says, they must accept it. What 
happens to patients who accept his reassurance? Usually they 
come back after a few months with a different illness.” He him- 
self used psychotherapy, in as much as he had time to use it at 
all, on people he liked — ‘That gives the doctor some sort of 
satisfaction. It’s better for the doctor and it’s better for the 
patient.’ It was hard to prove what it achieved. It meant an 
honest relationship with the patient. He talked about a woman 
who died, but not as badly as she would have done if they had 
not developed such a ‘warm relationship’. ‘I’m sure that my 
work has a bearing on my patients’ length of life, happiness and 
health,’ he said, ‘because the better I understand them, the 
better I handle them.’ 

Psychosomatic medicine is an area full of temptations. Worry, 
it is accepted, can cause ulcers, and aggravate diabetes, but is it 
possible that a state of mind is connected with other diseases — 
even with cancer and heart attacks? What does stress have to do 
with ill-health? There are more theories than facts, and most 
doctors accept that ‘there’s something in it’ without considering 
the more extreme propositions (“The happy man never gets 
cancer’). As things stand, there is hardly enough in it to convince 
GPs that the mind-over-matter approach is where their future 
lies. Some are so violently opposed to the ‘mind’ part of medicine 
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that they sound like candidates for a psychiatrist themselves 
as they taik, with disgusted relish, about the sexual perversions 
of their patients — anonymously, of course. One quite young 
doctor spoke with contempt about psychiatry of all sorts — 
‘Bloody black magic,’ he said, and went on to give a couple of 
instances of what a dirty-minded lot his patients were. Without 
going as far as that, many GPs would agree in their hearts with 
the anti-Balint psych-atrist who said it was impertinent of a 
family doctor to think he could plunge in and try his amateur 
psychiatry on patients. ‘When I’m abroad and I want a doctor,’ 
he said, ‘I send for one who knows nothing about psychological 
medicine. You don’t usually die of unhappiness but you die of 
appendicitis.’ If GPs wou!'d only show kindness and considera- 
tion, he added, that would be a different matter. But why should 
a doctor be supposed to deal with unhappiness? He wasn’t a 
priest; it only blurred his judgement. 

Balint says that GPs are unwilling to seize the initiative in 
medicine because they go in awe of the consultants; they don’t 
want the responsibility. Whatever the reason, authority eludes 
them. The consultants are the golden boys, and cartoonists in 
medical magazines draw the GP as a weedy, tired man, stagger- 
ing under a burden, going nowhere in particular. In many ways 
he is in a different profession, not just a branch of the same one. 
But psychotherapy, at least, is too tortuous and depends too 
much on special people to be the answer to the GP’s dilemma. 

Preventive medicine is another solution being canvassed, and 
this seems more promising to doctors because it’s concrete and 
deals with things they know. Renamed social medicine and ex- 
tended to include not only screening the whole population for 
incipient disease, but the long-term care of chronic sick, it 
restores the GP to the position of doing work that no one else can 
handle. Group-practice, with half a dozen or more doctors work- 
ing together from well-equipped premises, might be the best 
way of applying it and the Ministry of Health’s policy is now to 
encourage the building of health-centres. Given the money to 
equip doctors, plan the projects on a national scale, and maintain 
the manpower to carry them out, is this the job that GPs will be 
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doing in the next decade? Should GPs abandon their illusory 
independence and be paid a salary? Hospitals themselves might 
be centres from which all doctors should work. Political 
decisions are involved because of the high cost, and so is the 
profession’s willingness to change. What doctors are doing about 
social medicine — not much, so far — is written about in more 
detail in Chapter rr. 

One pressure-group for better medicine, the College of 
General Practitioners, has been doing what it can to raise 
standards, since it was formed in 1952, by virtue and good 
example. The college’s 7,000 members and associates represent 
the more efficient and conscientious layer of general practice, 
and a variety of research and educational projects, a thick 
quarterly fournal and an air of enthusiastic self-improvement 
have been among the results. The college keeps a register of GPs 
who will let medical students work in their practices, and 
organizes postgraduate lectures and makes its members under- 
take to spend not less than three days a year in postgraduate 
study. It has its headquarters in Knightsbridge (the freehold 
cost £175,000) and the inevitable coat of arms has been granted — 
black-and-white shield for night-and-day duty, owl for wisdom, 
lamp for nursing, and other appropriate devices. More exacting 
criteria for membership were introduced in 1964 — doctors wish- 
ing to join were to be graded by a system of points, awarded for 
such things as experience and case reports. 

The people who run the college are charmingly insistent that 
it is academic and not political. The founders were untypical 
GPs, sincere men, often with large private practices, who 
thought that their style of well-managed medicine could be 
spread throughout the Health Service by acts of faith and will. 
This hopeful way of thinking continues. One leading member, 
with a private-only practice, said mildly that he had offered to 
join the Health Service when it began, on condition that he 
received a subsidy for his X-ray equipment and other facilities; 
he still sounded a trifle surprised, sixteen years after, that his 
suggestion had been turned down. Another London member 
unconsciously emphasized the college’s air of apartness when he 
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said that most GPs were hopeless at answering letters. If one 
offered £10 to those who returned a stamped postcard, he said, 
three quarters of them wouldn’t respond. “The card would get 
mislaid, or they’d be drunk, or ill, or drugged,’ he said, smiling. 
The critics of the college, who are many, praise its intentions 
and its real achievements in research but say it is ineffectual, 
fatally weakened by its aversion to political manoeuvres. They 
suggest that in the present state of general practice, which needs 
such massive reorganization, the college is simply pursuing its 
ends in the wrong way. 

The other practical course for family doctoring that has a 
significant lobby is private practice. About 600 GPs, two or three 
per cent of the total, have nothing but private patients. Most of 
them are in London, and to the naked eye many of them look 
like consultants — these are the consultoids who cluster around 
Harley Street. Many GPs take a proportion of private patients, 
with varying amounts of pleasure or irritation: they like the 
money, but often find it embarrassing or inconvenient to ride 
two horses at once, private and National Health. The political 
lobby is grouped around the Fellowship for Freedom in Medi- 
cine, founded at the start of the Health Service ‘to protect the 
public and medical profession from State Monopoly in Medi- 
cine.’ It has 1,500 members, 150 of whom aren’t doctors. Most of 
them are in London and the South of England, where affluent 
doctors work and the old ones go to retire. The organization is a 
little sad and marginal and rather symbolizes the hiatus in 
general practice since 1948. The technology of medicine has 
moved forward, but family doctoring has drifted along and 
hankered for the past. 

In public, the F.F.M. is less reactionary than it was. Its 
quarterly Bulletin chews the same sentiments over and over 
again, opposing a salaried service, urging that private patients be 
allowed to have their drugs prescribed free. It is not, it says, 
opposed to any health service, only to the existing one. It has 
undertones of regret — because the profession was ‘far too 
decent’ in 1947, because its membership is ageing now, and 
young doctors accept the Health Service as the natural order of 
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things. Officially it uses polite language when it asks that ‘a far 
greater element of direct responsibility should be placed upon 
the patients’ shoulders,’ but in private its leaders are more re- 
vealing: ‘Continual namby-pambying may have been necessary 
after the war, but people who can smoke like chimneys and get 
things on hire purchase would be better men and women if they 
contributed something for treatment.’ The Fellowship for Free- 
dom has a dying air. 

The fact that private patients must pay for their drugs — a 
provision that no government has cared to touch — has weakened 
private practice from the beginning of the N.H.S. A doctor is 
allowed to prescribe approved drugs (using the standard form 
EC.10, signed with his own hand and written ‘in ink or indelible 
substance’) for patients who are under treatment by him as 
National Health patients; he can also prescribe a variety of 
appliances, from atomizers and bandages to eye shades, ice-bags, 
test tubes and trusses. But a patient can’t have private treatment 
from a GP and also be on his National Health list, so as to get 
free drugs and appliances: it must be one or the other. How- 
ever, the regulations can be bent; a sense of grievance effectively 
stifles consciences. If two doctors work in collusion, one of them 
can be treating a patient privately and the other can have him on 
a National Health list and be supplying drugs free; one such 
case landed a number of doctors in trouble with the General 
Medical Council, though the ethics of the matter aren’t clear. I 
asked a B.M.A. official, who ‘didn’t think it was crucial.’ It was 
‘undesirable that one person should be treated by two doctors.’ 
The clerk to an executive council said a doctor might argue that 
it was perfectly proper for him to refer a patient for a second 
opinion, and this second doctor might then, quite legally, pre- 
scribe free drugs. 

A simpler deception is to take one member of a family on to 
the National Health list, and use him to prescribe, free, any 
drugs needed by others in the family who are private patients. A 
doctor with a crowded list, who is approached by a new family 
of prospective patients, occasionally makes this illegal part- 
private, part-N.H.S. arrangement a condition of taking them. A 
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number of doctors say they do it out of kindness, for a family 
that likes to be private but lacks money, and would have to pay 
heavily for a bout of chronic sickness — a winter’s antibiotics can 
cost £30 or £40. Other GPs, with perhaps no more than I00 or 
200 private patients, say that the free samples left by drug- 
company reps meet their needs. 

If general practice had a higher reputation, more people might 
want to buy the private variety. As it is, a health-insurance 
group like B.U.P.A. covers more than 1,000,000 people for con- 
sultant and hospital services, and only 35,000 for treatment by 
GPs. This irks GPs, who point out that a few guineas spent on 
them can smooth the way to the right consultant, the right hos- 
pital, and in general the best kind of National Health treatment. 
Another comfort for private patients is to know that the doctor 
can be sent for without having to apologize, as many middle- 
class people feel they must when it’s a ‘free’ call. Busy profes- 
sional people in London and other cities use private doctors to 
save their time, but others, too — perhaps several hundred 
thousand throughout the country — cling to a measure of private 
service. 

One Northern manufacturing town has a private-only practice 
of several partners, though it couldn’t manage without work for 
insurance companies, local authorities and industry. Consulta- 
tions cost from 12s. 6d. to 17s. 6d. and visits from 15s. to three 
guineas; many of the patients are working class. A partner 
looked me up and down and said: ‘I should probably charge 
you fifteen bob a consultation and twenty-one shillings a visit, 
knowing what little of you that I do,’ and I immediately felt 
piqued at the thought that I didn’t look at least a two-guinea 
man. Little weaknesses like that help to stimulate private 
practice. Till recently, said the partner, there had not even been 
an appointments system, so that patients would sit in the surgery 
and wait their turn, just as they would in a National Health 
practice, except that they were paying for it. They rather liked 
waiting, he said. A South London doctor with sixty private 
patients said there were plenty of working-class people who 
would pay 7s. 6d. or 10s. to wait in the surgery in the knowledge 


160 


Very General Practice 


that when they saw the doctor they would be ‘treated as a 
person’. He thought that ‘the average bod isn’t treated terribly 
well by the average GP. I’ve told them that they don’t get any- 
thing different when they visit me privately, but it doesn’t stop 
them coming.’ A woman doctor in a working-class district will 
get the occasional five-shilling woman patient who doesn’t want 
to see her own, male, doctor when she’s pregnant. 

Many GPs refuse to mix private and National Health patients, 
and many of those who do accept both kinds are uneasy about it, 
because it suggests they are practising medicine at two levels. I 
was with a suburban GP when he called on a woman patient. It 
was a large detached house, with a couple of trees on the lawn. 
He was inside for a quarter of an hour, and when he got back to 
the car said testily : ‘I was discussing everything but medicine. It 
was a waste of her time and my time. She wanted someone to 
talk to, and that’s what she’s paying me thirty shillings for. Well, 
I’m being paid for something I don’t want to do.’ Why did she 
do it? ‘Snobbishness.’? Did she get treated differently? Of 
course, otherwise what’s she paying for?’ 

One could argue that if she was getting better treatment, then 
it was prudence on her part to purchase it, not snobbery. But he 
disliked it, whatever the reason. Private patients have a variety 
of motives, and no doubt GPs will continue to cater for them. 
But short of the health service being abandoned by the State, 
which is unthinkable, the private part seems certain to remain 
small, marginal and likely to shrink as and when the public part 
improves. The B.M.A., as described in the next chapter, has 
recently been trying to introduce a private-practice scheme with 
modest fees, which would operate side by side with the Health 
Service; doctors have failed to subscribe to the initial costs in 
the way that was hoped, and the outlook for the scheme is 
unpromising. 

General practice has some rough times ahead. GPs are 
righteously indignant about their grievances; they want to be- 
come part of a high-powered system of medicine; they want 
their professional dignity back. But in exchange, it will be 
argued, they may have to give up some of their freedom. By 
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demanding new terms of service, as they did early in 1965, 
perhaps the profession was really signalling the end of an era. 
The previous contorted system of paying GPs was the one that 
they themselves wanted, because it flattered their illusions of 
independence. To abandon it, perhaps, meant abandoning some 
illusions as well. 

The process of seeing that general practice is properly 
financed and equipped would have got under way in 1966 if it had 
not:been delayed by the Government’s economic freeze. ‘The new 
contract and rates of pay will do a great deal to make GPs feel, 
and be, less underprivileged. Whether the new order will help to 
make them feel, and be, more important as doctors remains to be 
seen. Whatever happens, the case for new controls in general 
practice is going to look irresistible in future. The Ministry of 
Health knows this already, and so do many doctors, though it is 
too early for it to be much talked about in public. ‘I feel that GPs 
have been allowed to get away with it too long,’ said a politically 
minded one. “They’ve been allowed to just sit in their surgeries. 
I feel some measure of control of the quality of clinical 
care is essential. Has the doctor got a couch? Is he deaf? 
Does he take his records out of the filing cabinet when he’s 
seeing a patient? If a man’s coughing blood, does he examine 
him, or does he give him a bottle of medicine? How does he use 
the available services? How does he cope with his old people? Is 
he interested in extra-practice activities? Does he belong to a 
medical society ?...’ 

Opinions are infinitely divided in general practice, and if it 
weren’t literally a matter of life and death, it would lend the 
Situation a certain old-world charm. A work-study team would 
die of uncontrollable laughter after a few hours in the average 
practice, wrote a doctor to the B.M.¥. Individualists have 
thrived. Innovators have to deal with the most conservative 
branch of a conservative profession; but they are beginning to. 
The start of merit awards in general practice — part of the 1966 
new look — was one of the first admissions that some GPs are 
more equal than others. Salaried employment for GPs who agree 
to it was foreshadowed by a Bill first introduced early in 1966, 
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and was viewed with understandable alarm by old-guard 
doctors as the thin end of a wedge, another shift towards State- 
controlled medicine. Family doctors are acquiring the painful 
nostalgia that goes with the knowledge that change is inevitable. 


CHAPTER SEVEN 


POLITICAL PURPOSES 


Have we not learned from the past that we are dealing with a 
ruthless political machine, willing to pat us on the head as the 
backbone of the N.H.S. but quite content to let us run into the 
ground before lifting a finger to help us ? Why should any Minister 
of Health listen to us ? ~ we have no single spokesman. 

- Letter to the British Medical Fournal, 1964 


EVERY July the British Medical Association meets, in a different 
city each year, for 550 representatives to speak, vote, lobby and 
gossip their way through a hectic few days. The annual Repre- 
sentative Meeting lays down policy, and if two thirds of the 
doctors vote for a motion, this becomes a binding decision. 
Trestle tables covered with documents fill the hall and face the 
platform, where the B.M.A.’s Council sits with water-bottles 
and microphones, steering a course through a laughably enor- 
mous agenda that’s the result of trying to put everything on 
paper. Outside, wives play golf, tour stately homes, attend coffee 
mornings and flower shows, and have their hair done ready for 
the nightly round of dances and dinners. Inside, the representa- 
tives of four out of five British doctors are blasting away through 
the summer afternoons. 

The Press, heads down against the gale of words, sit patiently 
under the platform or retire to the Press-room, where they wilt 
at typewriters, one eye on the closed-circuit television, and wait 
for the bigots, jokers and manipulators to do their stuff. Old R 
wil bait the Ministry; young Z will go white in the face as he 
asks about drugs for private patients; clever M will ask for 
moderation. The corridors are full of hurrying representatives 
and officials, taking shorthand notes to the fournal’s rooms, look- 
ing for old friends, cooling off, nobbling journalists. ‘T’ll let you 
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read something about the GP’s situation,’ a doctor promises a 
reporter in a loud whisper, ‘You’ll be so convinced, you'll be 
utterly enthusiastic.’ The reporter looks as though it was some 
years since he was utterly enthusiastic about anything. 

Behind them, the walls are littered with posters and an- 
nouncements. Family Doctor, the pop-health magazine® that sits 
profitably and sometimes embarrassingly under the B.M.A.’s 
wing, has a display of covers; the titles of articles include ‘Facts 
of Life for Parents’, ‘Nits and Head Lice’, ‘Are You a Hypo- 
chondriac?’, ‘Bathroom Prudery?’ and ‘When Grandma Goes 
Deaf’. Shouting is heard from the Press-room television: a 
doctor speaking from the rostrum has refused to give way to 
the chairman. ‘When the chairman is standing,’ says the chair- 
man coldly, ‘no one else will speak.’ Unseen by most of the 
meeting, the representative promptly lies on the floor of the 
platform, on his side, his cheek resting on his hand. Presently 
he gets up and apologizes. The meeting ploughs ahead; 250 
motions have been dispatched; there are another 200 to come. 

No other profession provides such a public display of its 
internal affairs, and doctors who dislike medical politics are 
regularly upset by it. Since it was founded at Worcester in 1832, 
in the shape of the Provincial Medical and Surgical Association, 
the B.M.A. has become rather less scientific and rather more 
political. It began as a voice for provincial doctors who were 
looked down upon by the royal colleges in London, and 
although GPs form less than half the British membership of 
50,000, they are the backbone; there is still an antipathy between 
the B.M.A. and the royal colleges, who regarded it as a glorified 
trade union even before the pay disputes of the 1960s. Techni- 
cally it is nothing of the sort, and its articles of association don’t 
allow it to collect fighting funds and adopt other union-like 
postures. But in furthering its objects — “Io promote the medical 
and allied sciences, and to maintain the honour and interests of 
the medical profession’ — it continually bargains with politicians 
and civil servants over the conditions and rewards of doctors in 
general and GPs in particular. When the B.M.A. is at its most 
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militant, as it has been in recent years, threatening to lead doctors 
out of the Health Service, it produces, like a suit of old clothes, 
a thing called the British Medical Guild, whose seventy-seven 
trustees are the same people as the seventy-seven members of 
the B.M.A.’s Council. 

This fiction of ‘Guild’ and ‘Association’ is a simple matter 
beside the rich perplexities of B.M.A. House, where a secretariat 
of ten doctors and a network of committees, appointed by the 
Council, make up the vitals of the creature. Few days pass 
without at least one committee meeting — Private Practice, Com- 
pensation and Superannuation, Public Health, Overseas Affairs 
and many more. Doctors flow in and out of the large handsome 
building in Tavistock Square (built for the Theosophical 
Society before the First World War, renovated under Sir Edwin 
Lutyens), and every face is familiar. The committee-men, like 
most committee-men, are middle-aged to elderly. At some point 
in their lives, out of boredom or public-spiritedness or obscure 
ambition, they became active in B.M.A. affairs in the place 
where they lived, and joined the ranks of the few hundred senior 
medico-politicians. “Being young and energetic,’ said Dr A. B. 
Davies — one of the stalwarts, who gave up an important chair- 
manship in 1964, when the political tempers were rising — “I was 
put on a committee. I suppose I had a flair for it, and once you’re 
caught up in it, there’s no escape. And I liked it — let’s be honest 
about that, I liked it.’ His practice is in Staffordshire, 120 miles 
from London, and for seven years, while he was chairman of the 
committee, he travelled to London two or three days every week, 
getting up in the morning between 5 and 5§.30 and arriving back 
home at II p.m. The excitement and conviviality of medical 
politics are an acquired taste that becomes a way of life. Addicts 
don’t like giving it up. Old men wrap themselves in rugs, take 
medicine, stuff their brief-cases with papers, and brave long 
journeys. Like politicians in all professional bodies, they are 
often accused of representing themselves, not the profession as a 
whole. Some GPs, especially the quieter and cleverer ones, beg 
outsiders not to take any notice of the indignant columns of 
letters about pay and status in the B.M.7., on the grounds that 
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most of them are written by ‘the politicians’. This was less true 
after 1964. But the idea that medicine can do without its politi- 
cians is cherished by many doctors. 

Between them B.M.A. committees provide a forum for all 
shades of opinion, framing reports that are approved annually 
by the Representative Meeting. It looks a cumbersome system, 
and it is complicated by the B.M.A.’s peculiar situation: it is a 
private professional body that doctors needn’t join if they don’t 
want to, but as far as GPs are concerned it is the one organization 
that represents most of them. It has thus been dragged into the 
negotiating machinery of the Health Service. Side by side with 
the B.M.A.’s organization — from local branches at the bottom, 
via committees and Council to Representative Meeting at the 
top — is another top-to-bottom system for GPs, entwined with 
the B.M.A. but in theory with a life of its own. At the base of 
this system are local medical committees; these have an annual 
conference, the decisions of which are binding on the executive 
body at the top, the General Medical Services Committee. The 
G.M.S. is a standing committee of the B.M.A., but it is also 
supposed to be an autonomous organization, negotiating with 
the Ministry of Health on behalf of all GPs, whether they are 
members of the B.M.A. or not. It’s a strong committee, only 
weakly supervised by the Conference of Local Medical Com- 
mittees. In effect, it is the voice of GPs. The members of this 
part of the system don’t have to be members of the B.M.A. But 
in practice what happens is that the memberships of local medi- 
cal committees and local branches of the B.M.A. usually overlap. 

One ridiculous result of this dual system is that every year, the 
Conference of Local Medical Committees meets and debates all 
the hot topics (and plenty of lukewarm ones as well), laying 
down policy for the G.M.Si; and soon afterwards the Annual 
Representative Meeting debates the same topics all over again, 
laying down policy for the B.M.A. Many of the same people are 
involved, and things are always so rigged and managed that on 
important matters the two agree; it would be embarrassing if 
one year they didn’t. Yet another piece of Health Service 
machinery is mixed up with the B.M.A. — as GPs have the 
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G.M.S., so consultants have the Central Consultants and 
Specialists Committee. But while the G.M.S. talks directly to the 
Ministry of Health, the G.C.S.C. isn’t allowed by consultants to 
negotiate directly on their behalf. The G.C.S.C. nominates half 
the members to a more exalted committee further up the line, 
the Joint Consultants; the royal colleges and Scottish medical 
corporations nominate the other half, and so ensure that the 
B.M.A., with its trade-union, general-practice atmosphere, is 
kept at a decent distance when consultants meet the Ministry. 

The B.M.A.’s magnificently top-heavy organization might 
have been specially designed to lose touch with its members, and 
from about 1960, this is what was happening. For some time it 
wasn’t apparent to the B.M.A.’s leaders, partly because it was so 
unwelcome, partly because the everyday, uncontroversial parts 
of the machine continued to work as usual. As motorists use the 
Automobile Association for advice about fog and traffic jams, so 
doctors use the B.M.A. for advice on partnership agreements, 
ethics, pensions and expenses. Another part of the organization 
produces the British Medical fournal, which members get for 
their twelve-guinea annual subscription. Scientific meetings are 
an important part of the B.M.A. routine. Reports on special 
subjects emerge — drink and driving, V.D. and teenagers (a 
report that was much derided as a pious statement of the 
obvious). And in less publicized ways, the B.M.A., like any 
pressure-group, is always busy pressing its point of view on 
influential listeners. The visitors’ book in the Prince’s Room at 
B.M.A. House, which is used for important entertaining, has a 
rich broth of signatures, including Lord Cohen of Birkenhead 
(elder statesman of medicine), Sir Arthur Porritt (royal surgeon), 
the Archbishop of Canterbury, Barbara Wootton (life peeress), 
Sir Hugh Carleton Greene (Director-General of the B.B.C.), 
Lord Adrian (physiologist), Everard Hambro (banker) and 
Enoch Powell (former Minister of Health). 

The B.M.A. pressed on with its daily work, and general prac- 
tice ran deeper into trouble. Arguments about GPs’ pay began 
before they entered the Health Service on 5 July 1948, and 
remained the central grievance. The average income of a GP was 
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fixed in 1948 at something above {£1,100 a year plus expenses; 
this was based on doctors’ past declarations of income to tax 
inspectors, and it has been widely alleged that these declarations 
were false — that many cash payments were not declared. The 
doctor-son of a prewar GP with a large practice said his father’s 
net income was £2,000, on top of which another £1,000, in cash 
and kind, was never entered in the tax returns. If this really did 
happen on a large scale, it means that in 1948 the fiddling 
rebounded on GPs, whose new income was based on figures that 
were lower than they should have been. The profession 
naturally found more respectable grounds to wrangle on, and 
after four years of disagreement the Government asked Mr 
Justice Danckwerts to adjudicate. To the Government’s annoy- 
ance, he fixed the average income at £2,222 net. More rows 
followed within a few years, and by 1956 the B.M.A. was 
planning to withdraw from the Health Service. The Government 
obliged with a Royal Commission on Doctors’ and Dentists’ 
Remuneration (the Pilkington Commission), which sat from 
1957 to 1960. One of its recommendations was that an impartial 
Review Body be set up to advise the Prime Minister direct on 
doctors’ pay. This was done, and in 1963 the Review Body under 
its chairman, Lord Kindersley, awarded a fourteen per cent 
increase. Since there had already been small increases since the 
Danckwerts award, GPs’ average net income was now £2,765. 
These figures are meaningless unless they are related to the 
actual system of paying GPs in the Health Service — which came 
to be increasingly disliked by the profession, till in 1965 the 
B.M.A. demanded that it be abolished. The details would fill a 
book, but essentially the system was based on a pool of money, 
calculated by multiplying the number of GPs by the amount the 
Government thought they should be earning (£2,765 in 1964), 
and adding the amount of money they actually spent on practice 
expenses. This expenses factor was worked out by the income- 
tax authorities, who made sample checks of tax statements sent 
in by GPs, and was about thirty-five per cent of gross income, or 
£1,500. The pool in 1964 was worth £93,000,000, which, divided 
among 22,000 N.H.S. principals, came to an average gross 
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income of £4,254. But no one, except by chance, received exactly 
this amount; some got more, some got less. The pool was shared 
out quarterly among doctors on the basis of the work they did. 
For each patient on a GP’s list, he received a capitation fee — 
about £1 per head per year, with additional amounts for certain 
slices of the list. But all manner of other payments were made to 
GPs from the pool — for obstetric cases, drug-dispensing, part- 
time work in hospitals and local-authority clinics, even for 
treating holiday visitors. Each time GPs inoculate against polio- 
myelitis or vaccinate against smallpox, they are paid five shillings, 
and this, too, came out of the pool. 

The result of the system was that however much extra 
National Health work was done and paid for, the money all came 
from the fixed amount in the pool. It meant that the average 
doctor who thought himself entitled to £2,765 net for his every- 
day work didn’t get it, unless in his everyday work he included a 
proportion of the extra activities — maternity cases, hospital 
work, and so on. It was always a clumsy system though it was the 
one that the profession itself favoured. The ‘expenses’ part of 
the payment was equally questionable. The pool credited GPs 
with the total amount of their expenses for car, surgery, tele- 
phone and so on that they showed in their tax returns — calcu- 
lated by the Revenue in its sample checks at about £1,500. 
Doctors as a whole got the money back, but the individual 
doctors who actually spent less than £1,500 were making a profit 
at the expense of doctors who actually spent more than £1,500. 
This was hardly an incentive to improve one’s practice with 
equipment and secretaries. But, again, the system was one that 
GPs had been happy to accept. It meant that no Health Service 
bureaucrats looked to see what their expenses really were; it was 
part of their cherished image of themselves as independent con- 
tractors to the Health Service. 

The Review Body’s award in 1963 of a fourteen per cent 
increase seemed perfectly straightforward on paper. Unfortun- 
ately doctors didn’t get what they expected. Baffled and bored 
by the system, often taking the view that their professional status 
entitled them to ignore the sordid details, many of them gaily 
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thought to receive fourteen per cent on the total payment. What 
they got was I4 per cent on the net amount, taking it up to 
£2,765. At the same time, payments to GPs for extra work made 
heavier demands than usual on the pool; the 1962 smallpox 
epidemic (Chapter 8) was just one of the factors that meant 
paying considerable sums to a minority of doctors, ultimately at 
the expense of all the others. The fourteen per cent in effect 
became five or six per cent in 1963, and the lamentations began. 

The reasons for the malaise in general practice have already 
been suggested in Chapter 6: GPs have been pushed away from 
the centre of things, made to feel incompetent beside hospital 
medicine, organized in a haphazard fashion that is ill-suited to 
coping with intensive management of disease and its social 
background. Neither the B.M.A. nor the Ministry of Health did 
much to recognize what was happening to general practice. Even 
the idea that some GPs were better than others, which could be 
recognized by merit awards, had been rejected. Year after year 
the view of the B.M.A. and of most GPs was that they needed to 
return to the desirable conditions of the past, not that they 
should be moving towards new developments. The rank and 
file’s complaint about their leaders was not that the B.M.A. was 
out of touch with the needs of general practice, but that it had 
failed in its task of screwing more money and better terms of 
Service out of the Government. 

At the Annual Representative Meeting in July 1963, delegates 
attacked the platform; there was talk of a breakaway, and within 
a few months the General Practitioners’ Association was formed, 
largely by three GPs in Essex — Neville Jones, G. C. Biss and D. 
St John Murphy. The idea was to avoid the top-heavy centrali- 
zation of the B.M.A., and to represent only general practitioners. 
‘There are no inner stresses resulting from divided loyalties,’ 
says a G.P.A. leaflet pointedly. B.M.A. officials were upset at this 
cheeky venture, which was well publicized, while the breakaway 
was being planned, in Pulse, a weekly doctors’ newspaper. The 
G.P.A. might never have got off the ground but for Pulse, which 
became the subject of dark suspicions at B.M.A. House. It was 
felt to be not playing the game. 
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Pulse is a tabloid newspaper, without the pinstripe atmos- 
phere of most medical publications, and is one of the main 
outlets for the drug advertisements of Bayer, a British drug 
company, part of an American-based group. It is sent free to 
GPs and some consultants in Britain, and is one of a group of 
Pulses published in a number of European countries, sent 
altogether to a quarter of a million doctors. Originally produced 
in and by the Bayer company, it was taken over by Alan Huet 
Owen, an ingenious public-relations man, in 1961, and is run by 
him (he stresses) as an independent paper. He master-minds the 
group from his home in Munich or wherever he happens to be. 
Bayer contract to buy a large amount of advertising space in 
Pulse, and although in theory other firms could do the same, 
Bayer has the paper virtually to itself. Since doctors actually 
read Pulse (the average GP probably gives it more attention than 
he gives to the B.M.7.), Bayer find it a valuable variant on the 
glossy ads for GPs that are often thrown away unread. The pay 
row of 1963 was suitably newsy, and Pulse helped itself and the 
embryonic G.P.A. by giving the rebels a platform. In the event, 
the G.P.A. got 3,000 members, and has continued to ‘attract 
publicity without being able to do much else. One positive 
achievement was a report commissioned from the Management 
Consultants’ Association, and published (1964) as “The business 
consultants’ answer to the problems of the Family Doctor Ser- 
vice’. This was more lucid than most publications on the subject, 
but it treated the crisis simply as a matter of pay and overwork. 
Later in 1964 the same consultants produced a ‘job evaluation’ 
for the G.P.A. which said that GPs deserved another £735 a year 
on their net pay. 

The B.M.A., after the outburst at the 1963 meeting, sat tight 
and prepared to ask the Government for another increase in pay. 
The G.P.A. was an embarrassment, but it was, in fact, only one 
of a number of smaller organizations, none of which has ever 
approached the B.M.A. in size and importance. Far away on the 
Left, practically invisible to most doctors, is the Socialist Medi- 
cal Association, its headquarters in a small Kensington office 
with old typewriters and cracked linoleum. Founded in the 
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1930s, committed to a salaried service for GPs, it includes Com- 
munists among its 200 or so doctor members; it also has 500 or 
600 non-medical members, and admits that a better title would 
be ‘Socialist Health Association’. Still on the Left, though 
officially apolitical, is the Medical Practitioners’ Union, which 
was formed on trade-union lines before the First World War, 
and is affiliated to the Trades Union Congress. This is much 
more substantial, with more than 5,000 members. The M.P.U. 
immediately saw the new G.P.A. as a threat to its position of 
runner-up to the B.M.A. Finally, away on the right is the 
Fellowship for Freedom, mentioned in Chapter 6. 

Discontent increased through the winter of 1963-4, while the 
B.M.A. prepared its new pay claim for the Review Body, but it 
seems to have taken the leadership a long time to grasp how 
militant GPs were becoming. At a private meeting of London 
GPs in February 1964 the platform was howled down and there 
were shouts of ‘cheat’ and ‘traitor’. “You would not’, said one of 
the doctors present, ‘have thought they were professional 
people.’ In the same month the Ministry of Health scored a neat 
point at the B.M.A.’s expense by proposing a joint working party 
to see what was wrong with general practice. The B.M.A. 
immediately realized it should have done this itself, and had to 
lamely applaud the Ministry’s initiative. It was another sign of 
the B.M.A.’s committee-complex, its preoccupation with detail 
and its failure to take broad views. The committee-men were 
busy revising the claim for the Review Body to make it more 
demanding: it was during this stage, in March, that A. B. 
Davies resigned as chairman of the General Medical Services 
Committee, over what he took to be a lack of confidence. 

In May the pay claim, discreetly referred to as a memoran- 
dum of evidence, was sent off to the Review Body with blessings 
from all concerned, and in July another Annual Representative 
Meeting came round, this time in Manchester. More steam 
escaped. The B.M.A. decided that patients ought to be charged 
for drug prescriptions — reversing its previous policy — and went 
on to pass a muddled motion that favoured some sort of charge 
for patients every time they saw a doctor. Press and public 
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opinion reacted violently, attitudes hardened, grievances began 
to take on the look of blunt instruments, and it was confidently 
asserted that unless the Review Body produced a favourable 
response to the pay-claim, GPs would pour out of the Health 
Service and set up in private practice. 

The B.M.A. had the look of an institution that was trying to 
be dignified and militant at the same time, and it had this 
uncomfortable appearance for the remainder of 1964. Com- 
plicated discussions with the Ministry about expenses and 
grants, stimulated by the new Working Party on General 
Practice, looked like delaying tactics to many peripheral GPs, 
who were not interested in reshaping general practice, as long as 
they got more money. Everything seemed to go wrong for the 
B.M.A. In November it was in hot water for an episode that was 
nothing to do with the pay dispute, when an outpost of its 
organizational empire, the magazine Family Doctor, brought out 
a booklet called Doctors’ Orders, a cheerful publication with a 
full-colour picture of a happy family on the cover that went free 
to every one of Britain’s 14,000,000 urban households as an 
experiment in health education. Dignity was upset and a 
rumpus broke out; it was another illustration of the difficulty 
that doctors in general, and the B.M.A. in particular, have in 
dealing with the non-medical world. 

Family Doctor was started in 1951 by the late Dr Harvey 
Flack, a former major in the Royal Army Medical Corps who was 
assistant editor of the B.M.7. Flack, an entertaining and un- 
doctorish doctor who was badly wounded in the war (‘I still have 
a disability pension of £91 4s. a year just in case I ever fall 
apart, he wrote in Family Doctor), saw the opportunities in a 
good health magazine for the public. He planned a glossy publi- 
cation that would, among other things, bring in the advertise- 
ments. It lost money at first, but now has a circulation of 85,000, 
mainly among women, and in addition sells hundreds of 
thousands of booklets every year; it’s profitable and it also pro- 
vides the best supply of popular health information in the 
country. The magazine has a small inside staff and many outside 
contributors; a royal doctor writes anonymous answers to readers’ 
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letters at two guineas a time, and the magazine seems to have 
no difficulty in persuading authorities to produce booklets (and 
then not to object when they are rewritten in plainer English). 
Titles like Slim Safely and You and Your Glands continually 
reprint, 50,000 at a time; they are sold, mainly through chemists, 
at a shilling, and carry no advertisements. 

One of Family Doctor's most successful enterprises is an 
annual paperback, Getting Married, which makes £20,000 a year 
— ‘quite painlessly’ — and sells its 250,000 printing in six weeks. It 
has the unfailing appeal of a serious publication with vaguely 
spicy undertones; review copies sent to newspapers are apt to 
disappear in secretaries’ handbags. Articles have titles like ‘A 
honeymoon to remember’ and ‘In sickness and in health’, and 
there are slabs of advertising for furniture, prams, banks, re- 
frigerators and even champagne. Another clever and profitable 
publication is You and Your Baby, sent free to doctors three 
times a year for them to pass on to women; advertisers of baby 
food and maternity clothes queue up for space. Not surprisingly, 
Family Doctor’s shrewd activities have upset some of the old 
guard at the B.M.A. In particular there was a row over the 1959 
Getting Married, where an article by an outside contributor 
headed ‘Is chastity outmoded, outdated, out?’, though impec- 
cably moral, was thought by some to have gone too far; one 
phrase declared that ‘pre-marital sexual intercourse, despite the 
fact that it is a limited relationship, can also be more than 
ordinarily pleasant.’ 

In 1962 a doctor who had been (and still is) a contributor to 
Family Doctor and Getting Married was charged before the 
General Medical Council with advertising, because of the way 
he was described in the magazine, and also with being willing to 
accept a patient who came to him via Family Doctor (a com- 
plaint had been made by a Harley Street doctor, a friend of 
Leslie Gardiner, the plastic surgeon whose name had been 
erased for advertising two years before — Chapter 5). The Dis- 
ciplinary Committee decided there was no evidence that the 
doctor had deliberately tried to get patients or to promote his 
professional advantage, and found him not guilty of infamous 
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conduct; but it took a poor view of ‘signed articles by registered 
medical practitioners which draw attention to their personal 
qualifications and experience in special fields of medical prac- 
tice.’ The professional perils of this sort of thing, boomed the 
committee, had been imperfectly appreciated. The result is that 
Family Doctor continues to print the authors’ names, but with- 
out saying what their degrees or other qualifications are; if X, 
the world authority on ears, writes a piece, he must appear 
simply as Dr X, without explanation. 

Doctors’ Orders, the 1964 booklet, had no signed articles; it 
carried a series of short pieces on sleep, food, exercise, home 
safety and in general how to be healthy and more than a third of 
its forty-eight pages were advertisements. The B.M.A. launched 
it with a Press conference. The chairman of the Council wrote a 
‘personal message’ and commended it as ‘a forward-looking con- 
tribution to health education in this country’. Dr Annis Gillie, 
the chairman of the Family Doctor Committee, said it was a 
pioneer effort that would supplement the GP’s work. It was 
reported that 750 tons of paper were used, and that the advertis- 
ing (for, among other things, ice-cream, fruit juice, bread, 
sausages, Ribena, All-Bran and cars) had brought in about 
£250,000. As soon as it appeared, it began to bring in something 
else. Professor John Yudkin, the nutritionist, attacked the full-page 
advertisement for sugar, inserted by the British Sugar Bureau, 
and said it was ‘shocking and shameful’ that the booklet implied 
the endorsement of doctors. The sugar ad came in for the most 
criticism, but the entire publication was damned in letters from 
doctors to the B.M.7. and to newspapers. Critics implied that the 
booklet was gluttonously obsessed with sugar and bread and 
roast potatoes. It made ‘misleading’ remarks like ‘Vitamin A 
gives children sparkling eyes’, and printed ‘nonsense’ about 
clothes needing to be warm, loose and comfortable. It was a 
‘wretched booklet’ and a ‘puerile publication’, and doctors 
‘shuddered to see it’. Pulse had been quick off the mark with a 
cool report. The B.M.7. endured three weeks of angry letters, 
then announced, in a leading article that almost sounded as if it 
had been drafted by lawyers, that neither it, its editor nor its 
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committee had ‘any connexion whatever with, or responsibility 
for, Family Doctor or its associated publications.’ 

Doctors’ Orders was attacked for a suspicious variety of short- 
comings. Some of the letters were berating it not so much for 
what it said as for having dared to say anything at all. ‘Toes have 
been trodden on,’ wrote one doctor. The article in Pulse had 
ended by asking: ‘Who is treating the patients anyway, the 
B.M.A. or the family doctor?’ Wounded pride seemed to be 
behind many of the attacks. The fact that Doctors’ Orders was 
intended as a mass-appeal booklet, trying to spread information 
to a wide public, was looked on as an impertinence. ‘It does 
nothing to help reduce our work-load,’ snapped one letter — as 
though this was the point of health education. In defence of 
Doctors’ Orders were letters pointing out that whatever its 
shortcomings, at least it was trying. ‘Until such times as we are 
all actively engaged in health-education work,’ wrote a county 
M.O.H., ‘I consider that we are not in any position to criticize.’ 
Other doctors praised its common sense and pointed out that 
whatever it said, it was sure to be attacked. The B.M.A.’s Coun- 
cil, meeting early in 1965, emphasized the health-education 
aspect (‘at no cost to the general funds of the association’), made 
the apoplexy of the letter-writing GPs sound a fuss over nothing, 
and approved a second and revised edition for the following 
November (a decision that was later rescinded, typically, for fear 
it might discomfort the B.M.A. at some new moment of crisis 
later in the year). The public had been diverted by yet another 
free show; the B.M.A. had endured fresh shivers of em- 
barrassment. 

The pay-and-conditions dispute dragged on. The Medical 
Practitioners’ Union, anxious not to lose members to the General 
Practitioners’ Association, was taking a militant line, but found 
itself embarrassed towards the end of 1964 by talk (later dis- 
counted) of ‘Communist infiltration’, Plots and counter- 
plots were reported, and when, in January 1965, the M.P.U. 
talked about doctors withdrawing from the Health Service, it 
was darkly alleged that it might have fallen under Communist 
domination. Whatever had happened, the B.M.A. quickly said 
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that it deprecated ‘any precipitate action at this juncture’. A few 
weeks later the Review Body finally reported. GPs had asked for 
£18,000,000 more a year; the Review Body awarded them 
£5,500,000, most of it to take the form of direct grants for prac- 
tice expenses. The B.M.A. swallowed hard, and saw that pre- 
cipitate action was now going to be taken, whether it liked it or 
not. It called for undated resignations from the Health Service, 
and eventually three quarters of GPs sent them in to the B.M.A. 
Not only the size of the award but the fact that it discriminated 
between GPs infuriated the profession: those with modernized 
practices would get the extra. In March the Government backed 
down (the Review Body ‘clarified its decision’) and said GPs 
could have the £5,500,000 added unconditionally to the pool, 
thus meeting the principle of something for everybody, however 
ill-deserved. Resignations were withheld, and the way was com- 
paratively clear for talks about ending the pool system and revis- 
ing the GPs’ Health Service contracts. The B.M.A.’s leaders had 
begun to talk as though the pool had been imposed on the 
profession by wicked governments; flowery words about refur- 
bishing general practice obscured the long history of resistance 
to change of any sort. But at least the ills of family doctoring 
seemed to have come to a head. 

New rounds of talks began, taking as their starting-point a 
‘Charter’ hurriedly produced by the B.M.A., which mentioned 
time, progressiveness, clinical freedom, premises, equipment, 
ancillaries, specialization, payment and leisure, in that order; the 
low position of money on the list was a tactful gesture. When the 
first progress report was published in June 1965, after months of 
talks, the doctors had failed to obtain any major concessions, and 
it began to look as though the Ministry of Health might be 
hoping to edge them towards a position where they would, in the 
next few years, come to see a salaried service as the best solution. 
The progress report gave details of a general practice finance 
corporation, to be set up to lend money for premises — the 
Government did not intend to find the money itself, but would 
guarantee the profession’s borrowing of £10,000,000 from com- 
mercial sources. A scheme was proposed to repay a large part of 
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any money spent by practices on secretaries and receptionists. 
And the system of providing patients with medical certificates 
was to become less tiresome for GPs — ‘much has been made of 
the cut in certification’, said the Medical Practitioners’ Union 
sourly, ‘but this means only a reduction of three or four certifi- 
cates a week for the average GP.’ 

Predictably, the B.M.A.’s annual meeting at Swansea in 1965 
took the quarrelling a stage further. It was resolved, by a large 
majority, that ‘payment by the patient of fees for items of ser- 
vice, in part or wholly recoverable from the State, be included in 
the Charter as one method of remuneration.’ This was yet 
another attempt by the profession, obstinate as ever, to curb the 
demands of patients by making them put their hands in their 
pockets. The Minister of Health replied promptly by saying 
that, whether or not the fees would be recoverable, the new 
proposal was quite unacceptable. The profession came in for 
fresh censures from an impatient Press and public. 

It was at this point that a mass exodus of GPs from the Health 
Service might have taken place. Morale continued to be low. 
Arguments continued as to exactly how many doctors emigrated 
in a year, but the number was agreed to be considerable (though 
the majority were disgruntled hospital doctors and not GPs). 
Ministry and doctors’ leaders were still talking behind closed 
doors, and the general-practice part of the profession was still as 
bad-tempered as ever. A number of small schemes to break away 
from the National Health Service and set up privately-run 
varieties were already struggling for life when, in the autumn of 
1965, the B.M.A. announced an ambitious scheme of its own. 
This was to be called Independent Medical Services Ltd, and 
sympathetic GPs were asked to send {10 apiece, non-returnable, 
to help finance it. The minimum required was £80,000, though it 
appeared that more than £200,000 was going to be needed to 
give ‘financial stability’. 

A random survey of GPs had brought the happy news that 
nine out of ten of them would be prepared to find £10 for such a 
good cause, and it was confidently expected that the scheme — 
which would cost patients two or three shillings a week, with 
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modest fees for consultations — would soon be working. Here 
was a plan, backed by the GPs’ principal professional body, that 
could have turned general practice inside out, creating a night- 
mare for any government, whatever it created for the patients. 
Unfortunately for the militant doctors but fortunately for the 
Ministry of Health, the survey turned out to have been more 
random than was anticipated. About a quarter of all GPs sub- 
scribed when it came to the point, and the organizers were left 
with £60,000 or so and an uncertain future for I.M.S. The 
scheme was finally launched on a limited scale in the summer 
of 1966. 

And by this time, the talks between B.M.A. and Ministry had 
finally produced a comprehensive plan for overhauling general 
practice. This was announced in the middle of October 1965, 
and from the beginning it was clear that — although the Labour 
Government remained resolutely opposed to any form of direct 
charge to patients — the profession was, at last, being offered 
valuable concessions, and at the same time being drawn into a 
situation where it would soon be difficult to pretend that general 
practice was run by a band of independent operators. A new 
type of contract was proposed, ending the awful pool and 
putting in its place a modified scheme that distinguished be- 
tween types of patient and treatment, and the differing demands 
that were made on GPs. Doctors were to be paid more for their 
elderly patients, for night and weekend work, for group practice 
and for seniority and special competence — the merit-award 
principle, at last. They were to receive an allowance for six 
weeks’ paid holiday and study leave a year. Fees for vaccination 
and other special services would no longer come out of a pool 
and so rob Peter to pay Paul; and fees would be paid to 
encourage preventive medicine, such as testing for cervical 
cancer. 

The proposals met the profession’s desire to be treated fairly; 
they also showed clearly the way the Ministry of Health was 
thinking. Group practice and preventive medicine were to be 
encouraged and so was better doctoring (typically, the merit- 
award proposals brought immediate grumbles from the pro- 


180 


Political Purposes 


fession). And tucked away in the announcement was mention of 
a Salaried service, which in certain cases was to be offered to 
those who wanted it. It was all very astute of the Ministry. 

The next move was to have the new agreement priced by the 
Review Body, always assuming that doctors approved the agree- 
ment in the first place. Every GP in the country was sent a ballot 
form in November 1965, and the final vote, as reported in the 
B.M.}., was 17,602 in favour and 2,660 against. Since the forms 
went to 24,225 GPs, this meant that nearly 4,000, a mysteriously 
silent sixth, didn’t bother to vote at all. The contract went off to. 
the Review Body, which deliberated so long that the General 
Election of March 1966 intervened before its report was ready 
for publication. One delaying factor was that the reviewers also 
had the junior hospital doctors’ pay claim to deal with. But more 
important, in all probability, was the need to devise a respectable 
formula for justifying a large pay award, when a year before the 
Review Body had been able to justify no more than £5,500,000. 

Even before it reported, it was apparent that, short of some 
niggardly pricing at the last minute, the crisis had been con- 
tained. The militants continued to make what capital they could 
from events. The ending of prescription charges in 1965, 
violently opposed by many GPs as an inducement to patients to 
ask for more drugs, increased demand to a degree that surprised 
the Ministry of Health (in the first ten months, the number of 
prescriptions went up by nearly twenty per cent, and the 
nation’s drug bill by £18,000,000. This was greeted with loud 
cries of ‘I told you so’). 

But the situation was clearly improving. A Parliamentary Bill 
was introduced, embodying the General Practice Finance Cor- 
poration, and provision for paying GPs a salary, as and when 
desirable, was slipped into the same measure. Then, in April 
1966, the Review Body spoke. Its report was long and detailed, 
an elegant statement of the needs of doctors in general and GPs 
in particular, combined with a shrewd provision of benefits. 
Newspaper headlines the day after the award announced that 
GPs were to receive an extra £1,000 annually, in two instalments 
spread over two years, a provision that caused the secretary of 
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the B.M.A. to speak of ‘bitter and unexpected disappointment’. 
However, even the B.M.A. was unable to sustain an attitude of 
pique in the face of an award worth twenty-five or thirty million 
pounds at a time when the nation was supposed to be tightening 
its belt. The B.M.A.’s Council accepted the report, which was 
later endorsed by the annual meeting. 

In accordance with the new contract devised the previous 
year, the extra money was not to be shovelled out blindly to all 
GPs. Everyone would get more, but, at least in theory, ‘good’ 
doctors would benefit more than ‘bad’ ones. A number of things 
were not clear. ‘Seniority’ would carry a bonus but so would 
‘merit’ — 2,500 GPs would receive an extra £750, and a further 
hundred would get £2,500 a year. How was this lucrative ‘merit’ 
to be assessed? But however it was to be done, the principle of 
rewarding those who deserved it was firmly implanted in general 
practice. In the words of the report: 


The new system of remuneration should do much to promote good 
practice and encourage practitioners. There will be direct financial 
incentives to group practice. The schemes for direct reimbursement 
of expenditure on practice premises and ancillary help will be a 
stimulus to changes that will improve both service to the patient and 
the life of the doctor. The additional payments for extra qualifica- 
tions, special experience and service to general practice will reward 
good doctoring and encourage doctors to equip themselves to practise 
good medicine. Seniority payments will provide the prospects of 
higher remuneration in the later years of a career without the need to 
add to the burden of work in terms of numbers of patients. Above all, 
perhaps, the doctor will be able to feel that, if his own remuneration 
goes up as a result of his own efforts or deserts, it is not at the cost of 
his fellow-doctors: there will be no pool. 


The weekly Medical Tribune ingeniously worked out that 
somewhere in Britain there might be a GP who would have a 
gross income of £10,000 under the new award — a few hundred 
pounds more than a full-time consultant with an A-plus merit 
award. This opulent GP would be aged about fifty, with 3,500 
patients as part of a group practice in a ‘designated area’ which 
carried extra payments to encourage doctors to work there. His 
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income would be made up of basic practice allowance (£1,000); 
standard capitation fees for patients under sixty-five (£3,200) 
and over sixty-five (£420); out-of-hours responsibilities com- 
prising a supplementary practice allowance (£200), supple- 
mentary capitation fees (£312) and night-call fees (£104); money 
for being in a designated area (£400) and a group practice 
(£200); seniority payment (£400), merit award (£2,500), reim- 
bursement of ancillary salaries (£700), reimbursement of rent 
(£312), fees for immunization, etc. (£150) and maternity fees 
(£240). This comes to £10,138. 

But like characters in some awful theatrical farce that the 
author can’t bring to a conclusion, the doctors suddenly found 
themselves beset by yet another banana skin. The six-month 
pay freeze was announced in the middle of 1966, and accepted 
by GPs with as much grace as they could muster; as some 
compensation for having to wait half a year longer, they were 
promised that extra expenses, incurred in their practices since 
the Government accepted the Review Body award in May, 
would eventually be paid, regardless of the freeze. Despite such 
concessions, it’s doubtful if there has ever been so much ill-will 
between a British Government and a powerful profession in 
modern times. 

And whether all the pay increases in the world would ‘save’ 
general practice was uncertain. But at least the new order 
was likely to stop the shrieks of rage, the accretion of 
ill-will, the building up of an atmosphere which positively en- 
couraged the disgruntled GP to think of emigrating to some far 
country where the grass might be greener. It was undoubtedly 
good for doctors; there was even a chance that it might be good 
for their patients as well. 


CHAPTER EIGHT 


AN OUTBREAK OF SMALLPOX 


The more accurately to observe the progress of the infection, 
I fetched a healthy boy, about eight years old, for the purpose 
of inoculation for the Cow Pox. The matter was taken from a 
sore on the hand of a dairymaid, who was infected by her 
master’s cows, and it was inserted, on the 14th of May, 1796, into 
the arm of the boy by means of two superficial incisions, barely 
penetrating the cutis, each about half an inch long. 

— Edward Jenner, An Inquiry into 

the causes and effects of the variolae 

vaccinae (1798) 


THE days of epidemics on the grand scale, when disease swept 
through the population, are over in Britain. Thanks to preven- 
tion and drugs, doctors no longer fight dramatic battles against 
mass infection. But because outbreaks are rare, it is somehow 
doubly nasty when a well-fed, privileged population finds that 
a powerful bug is abroad in the land. When it happens you get 
an inkling of the alarm that must have accompanied the spread 
of sudden, fatal disease in the past. It takes only a few cases of 
typhoid or smallpox to uncover raw sensations of panic and 
fright. It can even change the attitude of people to their doctors. 
The ordinary GP, for all his modern pharmacopoeia, doesn’t 
look exactly a figure of salvation to his patients, as he might have 
done in simpler days when there was no one else. But when an 
epidemic is threatened, people turn to him in thousands for 
protection — as they did in 1962, when smallpox broke out in 
several parts of Britain. ‘Our prestige shot up,’ said a South 
Wales doctor, and more than one GP still looks back on the 
episode with feelings that are oddly mixed. 

The outbreak of 1962, when at least sixty-two people caught 
smallpox and twenty-four of them died, was particularly severe. 
Most of the cases and all but five of ‘the deaths were in one 
Welsh county, and the story still has a faintly horrific air in 
Wales. A few families in the crowded mining valleys had the 
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worst of it. Illness became briefly public instead of private, and 
for a few weeks the doctor was dramatized. Even public health, 
normally a boring topic for the Press, suggesting drains and food 
inspectors, came into its own. Rumours spread, panic flared up, 
and the affair had some elements of mystery that were never 
solved. Like any violent outbreak of disease, it was a reminder of 
dangers that lie near the surface. 

The smallpox was introduced to Britain by five Pakistani im- 
migrants, arriving separately at London Airport between 16 
December 1961 and 12 January 1962. Large numbers of Paki- 
stanis were reaching Britain at this time on chartered flights, 
sometimes after delays in Karachi (the only international airport 
in West Pakistan), where smallpox had been epidemic since the 
start of December. All had to produce certificates to show they 
had been vaccinated, but it was not until the middle of January 
that doctors began to examine the immigrants, no matter what 
paper evidence they carried, and revaccinate anyone who didn’t 
have the necessary scab of a recent vaccination on his arm. By 
this time, the five who were to develop smallpox had already 
passed through. One was a girl of nine, who died in Bradford 
Children’s Hospital, unrecognized as a case of smallpox; this led 
to five deaths, including that of the hospital pathologist who 
performed the post-mortem. (It was in Bradford that some cruel 
wit coined the word Pakipox.) The other four Pakistanis were 
young men. One stayed in London and died there of smallpox; 
soon after, there were two cases of smallpox in the London area, 
but they were never traced to the dead man. Two of the Paki- 
stanis went to the Midlands, developed smallpox, and got over it 
without infecting anyone except a medical officer of health, who 
also recovered. 

The last of the five to arrive, Mr M, a man who had spent 
two months in Karachi waiting for his plane, arrived in London 
via Beirut on the night of Thursday, 11 January. His international 
certificate said he had been revaccinated on 27 December. From 
London Airport he took a taxi to Birmingham, 100 miles away, 
stayed the Friday night with a Pakistani there, and on Saturday 
afternoon caught the 5.5 train to South Wales. He got off at 


185 


The Doctors 


Cardiff and went to a Pakistani restaurant, whose proprietor was 
his brother-in-law. Cardiff is a cosmopolitan city and seaport, 
and the restaurant was something of a meeting place. Mr M met 
a lot of people, but felt unwell all weekend, and on Monday a 
doctor was called. The doctor found him wrapped in blankets, 
with a temperature of 105, and (the first Bradford cases having 
just been reported in the papers) suspected smallpox. The 
Cardiff Medical Officer of Health was called in, a member of the 
smallpox panel* confirmed the diagnosis, and Mr M was taken 
in a sealed ambulance, its crew dressed in overalls, skull-caps 
and gum-boots, up the Rhondda Valley to the smallpox hospital 
at Penrhys, about eighteen miles north-west of Cardiff. 

There are about fifteen of these hospitals in Britain, but none 
of them could be a bleaker, lonelier place than Penrhys. It 1s 
built on a mountain, a thousand feet above sea-level, between 
the two Rhondda Valleys, the big and the little, Rhondda Fawr 
and Rhondda Fach. A main road crosses the mountain to join 
the valleys, and a track from the road, near its highest point, 
leads to, of all things, a golf club. (“We have parachutes on the 
balls up here,’ they say.) Between the road and the club, a few 
hundred yards from both, is Penrhys, hedged and walled off, a 
collection of faded tin buildings, cold and corrugated, looking 
like an army site left behind by the war. It was built at the end of 
the nineteenth century. Partly because smallpox is such a 
virulent disease, partly, perhaps, because it arouses a kind of 
folk-fear that over-rides common sense, smallpox hospitals have 
been relegated to a limbo. Some of them are normally used as 
old people’s homes and evacuated when necessary, others (like 
Penrhys) are empty unless smallpox is abroad. They have 
nurses, and occasionally a doctor will go and live there for the 
duration, but usually there are no sophisticated facilities. ‘How 
would you feel,’ said a doctor, ‘if it was you or your kiddie, and 
you found yourself in a tin shed on top of a mountain, having a 


* This is a national list of ‘Practitioners designated to assist medical 
officers of health in the diagnosis of smallpox’, made up of consultants, 
M.O.H.s and GPs, who can be called on for an expert opinion. They get 
£7 2s. 6d. per consultation. 
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few jabs of penicillin, without any reference to your blood- 
chemistry?’ The Rhondda M.O.H. said in public that it was 
‘time we provided hospitals and not cow-sheds’. The situation 
(as usual) isn’t the fault of any one person or local authority: 
what happens is really an expression of official policy, and since 
the 1962 outbreak, doctors at the Ministry of Health admit to 
concern about the lack of laboratory and other aids. To suggest 
that smallpox patients might not be getting the best of treatment 
was, said one Ministry doctor, ‘a very reasonable comment’. 

The road the ambulance took with Mr M runs up the 
Rhondda Fawr, and the turning right for Penrhys is by the Star 
Hotel. The ambulance missed it, and carried on three or four 
miles to Treorchy, where the driver stopped and asked a police- 
man. Even before this happened, word that a smallpox case was 
being sent up the valley had begun to spread. The first reaction 
of one valley doctor was to have his wife and child vaccinated 
within an hour. In Cardiff a GP was on the telephone, hearing 
the news that smallpox had been confirmed in Mr M, while a 
relative, also a doctor, was in the surgery; before the conversa- 
tion had finished, the relative was vaccinating himself. The 
ambulance that lost its way quickly became a valley rumour. 
The fact that smallpox had been found in someone who had just 
travelled by train (1,000 passengers were thought to have used 
the coaches before they were taken out of service and fumi- 
gated), then spent a weekend in the middle of a city, sharpened 
public demand for vaccination. People were urged not to 
descend on public-health clinics, or on their own GPs, who 
were, according to the B.M.A., already hard-pressed by a flu 
epidemic. But doctors were soon demanding fresh supplies of 
vaccine from the public-health laboratories at Cardiff. Ironi- 
cally, Glamorgan’s Medical Officer of Health had been quoted in 
the Western Mail on the morning of 15 January — a few hours 
before smallpox was suspected in Mr. M -— as saying, in refer- 
ence to the smallpox already detected in Bradford and else- 
where: ‘It is as well that a jolt like this has come along to remind 
us in Glamorgan that the vaccination average is only about 
twenty per cent against the national average of forty per cent.’ 
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The jolt was more painful than expected. For some reason, 
routine vaccination is unpopular in the north and west of 
Britain. Infant vaccination, which was compulsory till 1948, is 
accepted for sixty-eight per cent of children in Hampshire, but 
only thirteen per cent in Brecon, the mountainous Welsh 
country to the north of Glamorgan. Glamorgan’s figure was un- 
comfortably low, but there were strong arguments against rush- 
ing to improve it. Vaccination for the first time, especially after 
infancy, has a small risk of serious complications, and even (in 
about one in 100,000 cases) of death. Many people develop mild 
reactions, called ‘vaccinia’, and when thousands are being vacci- 
nated, it can complicate the public-health task by producing 
cases of vaccinia that might conceal a true case of mild smallpox. 
The Ministry of Health’s advice is always to avoid mass vaccina- 
tion where possible. Unlike typhoid, which can be carried by an 
unsuspecting person, smallpox is thought to be transmitted only 
by someone who is aware of being ill, and the usual technique is 
to trace, vaccinate and keep watch on the patient’s contacts. 
Thus a net is drawn around the smallpox. 

This was what happened in Cardiff. Once or twice daily, local 
authority health visitors or doctors visited each contact, taking 
temperatures and looking for suspicious marks on the skin. The 
city authorities knew what wasn’t generally known, that Mr M’s 
weekend had been unusually gregarious. ‘It may now be stated’, 
the M.O.H. said later, ‘that there were no less than seventy-two 
intimate contacts of the patient in Cardiff before he was 
admitted to hospital.’ A Ministry of Health report on the out- 
break said that ‘his room was entered by a number of persons, 
both by day and night, and an ill-defined group were thus placed 
at risk.’ Privately, a public-health doctor said that ‘why nobody 
got it in Cardiff is a complete and utter mystery.’ But nobody 
did, and the fuss of the first few days, when parents carrying 
small children pleaded with health officials for vaccination, died 
down. There had been at least one fight in a doctor’s waiting- 
room, a dockland practice, as patients argued whose turn it was 
to be vaccinated. ‘It got to the stage’, said this doctor, ‘where I 
was saying to the kids, “Now, I’m going to scratch your arm like 
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a pussy-cat,” and my partner suddenly shouted at me, “If you 
say that again I'll go mad.” ’ This practice performed 4,000 vacci- 
nations, which at the standard rate of five shillings for every 
vaccination reported to the local health authorities, earned them 
£1,000. Despite the official reluctance, large numbers of children 
and adults had been vaccinated — as anyone has a right to be, if 
he asks his GP. 

By the last week of January the story was off the front pages. 
No more reports came of people peering through the windows of 
Indian restaurants in Cardiff, then running away as if a bogy- 
man was coming. Talk of cases in Swansea, forty miles away, 
and in other parts of Wales, had been only rumours. A man in 
the Swansea Valley who came out in a rash was found to be 
suffering from an allergy to aspirin. By 31 January it was sixteen 
days since Mr M had been taken to hospital, more than the 
maximum time that smallpox takes to incubate. Mr M (who, it 
transpired, had never been successfully vaccinated) was recover- 
ing, the solitary patient at Penrhys. In Bradford the smallpox 
was burning itself out; it all seemed to be over, and the Welsh 
Board of Health said so. 

For the first three weeks of February, no more was heard of 
smallpox in Wales. Then, on Sunday, 25 February, the authori- 
ties were faced with a group of incidents that set the alarm bells 
ringing throughout the region. By the end of the day, they had 
five probable cases of smallpox, in and around the Rhondda, all 
ominously linked by one incident — the death of a woman more 
than two weeks before. 

The first of the suspects was M.J., a young married woman 
who lived at Maerdy, the last of the chain of mining villages 
strung along the Rhondda Fach, the easterly branch of the 
valley. She had been ill for more than a week, and had gone by 
ambulance, out of the valley, to stay with her mother near Llan- 
trisant. There, a GP called in a consultant in general medicine. A 
few days later, on 25 February, a skin specialist, who was also a 
member of the smallpox panel, saw Mrs J. He suspected small- 
pox. Inquiries began, and it was found that, although Mrs J had 
not been in contact with any known source of infection, some 
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weeks previously she had helped to nurse a neighbour in 
Maerdy, Mrs Margaret M. Mrs M had given birth to a stillborn 
child, been admitted with bleeding to the East Glamorgan Hos- 
pital at Pontypridd, between the Rhondda and Cardiff, and died 
there. Public-health doctors now learned that there was evi- 
dence of a rash before Mrs M died. They went to Maerdy, 
where they found that the dead woman’s baby son, her brother 
(who was a miner) and her married sister, Mrs P, were all being 
treated for chicken-pox. None of these four patients had ever 
been vaccinated. 

The fifth suspect that day was a doctor —an obstetrician, Mr 
R.H. He had been admitted to the East Glamorgan, his own 
hospital, with a rash and a temperature. Smallpox wasn’t sus- 
pected at first. He had been vaccinated, but not since childhood; 
he was the only doctor at East Glamorgan who had not been 
vaccinated when the Pakistani’s case was reported from Cardiff. 
Thirteen days before Mr H was taken ill, he had attended the 
post-mortem on Mrs M, whose death now seemed likely to have 
been due to smallpox. The five suspects were taken to hospital, 
where two of them, the obstetrician and the dead woman’s sister, 
Mrs P, were to die early in March. Homes were quarantined; a 
huge and presently uncontrollable demand for vaccination 
swept the Rhondda and much of South Wales; rumour and 
speculation took hold in the narrow air of the valleys. 

The source of the new outbreak was undoubtedly Mrs M. Her 
illness had begun on § February, so that the probable date of her 
infection was 24 January. At that time the Pakistani immigrant 
had already been in Penrhys Hospital for more than a week, 
which suggested there might have been a missed case, someone 
with a mild and unreported attack, between him and Mrs M. 
The Ministry’s report talks about ‘a number of theories and 
rumours’ that arose to connect her with the Pakistani’s associates 
but adds that ‘no substantial evidence was forthcoming’. The 
other hypothesis was the old one beloved of medical detectives, 
that smallpox can be blown through the air. Mrs M’s house was 
not in Maerdy, the village where her stillborn child was born, 
but in Pontygwaith, a few miles down the valley. She had gone 
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to stay with her mother in Maerdy while the baby was born, but 
at the time she was infected (about 24 January) she was still in 
Pontygwaith, in a house in one of the drab terraces that cling to 
the sides of these ruined valleys. Penrhys, on the mountain 
above, was half a mile away, and the prevailing wind from the 
south-west, which was violent and gusty that month, blew past 
the hospital and over the valley below. The winds on 25 January 
were particularly violent in that area. The idea of a speck of dust 
or a scab, contaminated with the virus, blowing half a mile 
through the air and settling on someone’s hands or clothes, is 
weird and oddly disturbing. Did a door blow open? Did some 
extraordinary chance single out Mrs M, alone of the people in 
that part of the valley? 

When smallpox was endemic in Britain, doctors who believed 
that infection could ‘escape’ from a hospital were able to com- 
pute the rate of infection in surrounding houses, and show how 
it fell off as the distance from the hospital increased. The virus 
can live a long time outside the body — for nine months or more in 
a dry scab from the skin. Some doctors suspect a still longer life. 
A Ministry doctor pursued the wind-borne hypothesis when he 
visited the Rhondda later, and the theory is raised half-heartedly 
in the report, which also points to the more prosaic possibility 
that some contaminated person or object went from the hospi- 
tal. There was no evidence that anyone had slipped out of 
Penrhys for a couple of hours, though later on there was a 
rumour that a nurse at another smallpox hospital had been seen 
talking to her boy-friend over a wall; but there were rumours 
about everything. At Penrhys they even had cat-traps in the 
grounds, in case of wandering animals. How Mrs M caught 
smallpox remains a mystery. 

The sociability and closeness of the Rhondda’s population 
may have helped to complicate inquiries into how the outbreak 
spread. It certainly complicated the work of the doctors, nurses 
and health visitors who had to compile lists of contacts and 
watch them for signs of illness. ‘Some of these people live in 
and out of each other’s houses,’ said a doctor. ‘When you call, 
you always seem to see someone else.’ The houses are packed 
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together; friendships (and feuds) have gone on for generations; 
relatives always know where to find one another, and ‘Mam’ is 
never far away when a daughter wants to find her. Mrs M had 
gone to be with her mother for the birth of her child. When she 
died, in hospital, her body was brought back to the house of her 
sister in Ferndale, another village in the Rhondda Fach. It was 
laid out there with the body of the stillborn child, in an open 
coffin. The wake lasted for five days, and friends went in and 
kissed the corpse. They were lucky: only Mrs M’s 3-year-old 
son, brother and sister were infected. 

Many industrial townships have this air of closeness, but the 
Rhondda’s is stronger than most because of its cramped 
geography and black, bitter history of poverty and strikes. 
Although the district is comparatively affluent nowadays, 
memories are long, the surroundings a permanent reminder of old 
miseries. It looks a hard country. Level land for building was in 
short supply when the pits were being sunk and the miners’ 
houses built a century ago, and streets were sited without refer- 
ence to such refinements as sunlight; they get little or no direct 
sun, especially in winter, when the mountains overshadow them. 
The high moorland above sharpens the contrast between light 
and dark; streams and power-lines glitter in the sun, and ‘Free 
Wales’ and ‘Prepare to meet thy God’ shine in white paint from 
convenient stones, overlooking the industrial wasteland below. 
Slag-heaps, pit-heads and the endless uniformity of the 
terraces seem a permanent part of the landscape, though as late 
as the middle of the nineteenth century the upper Rhonddas 
were empty pastoral valleys, with no villages, only scattered 
homesteads to feel the force of the winter storms that flood 
their way down the mountains. Even in the valleys themselves, 
the rainfall is from sixty to eighty inches a year. Both the climate 
and the general aspect of the place can make it seem harsh and 
disagreeable to a stranger, especially if he is used to middle-class 
shops and cocktail bars. 

The Rhondda has been notoriously unattractive to GPs, 
although in 1965 the actual number of patients to each of the 
forty doctors was not excessive: the population of Rhondda 
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borough is 99,000, so that each GP has an average of just under 
2,500 patients. Only two doctors in the Rhondda itself had more 
than the maximum of 3,500 patients — each looks after rather 
more than 4,000, which means that they are paid nothing for the 
extra 500 patients. But they have not complained to the execu- 
tive council, probably because the population of the Rhondda is 
‘continuing to decline, as the coal industry contracts and more 
young people go away: the population, more than 160,000 in the 
1920s, has fallen by 9,000 in the last ten years. However, patients 
are very demanding in a place like the Rhondda; one estimate is 
that they see their doctors twice as often as patients in the 
Home Counties, partly with real illness — there is chronic pneu- 
moconiosis among miners, and a lot of bronchitis — and partly 
with the infinite grades of malingering and understandable 
reluctance that accompany a dirty, dangerous job like coal- 
mining. Social services in the valleys are relatively backward; 
hospitals are as overworked and understaffed as any in the 
country. Finally, doctors in the Rhondda (who are almost exclu- 
sively Welsh, Scots and Irish) have to do without middle-class 
amenities. Only a handful of GPs apply for each vacancy, and 
the future is unpromising, since already more than a third of 
Rhondda doctors are over the age of sixty. 

An issue of the local weekly newspaper, the Rhondda Leader, 
in 1965 had a couple of relevant items. The first reported that 
two GPs in partnership in the Rhondda had seen 1,000 patients 
in the previous seven days, which meant twice as many consul- 
tations as the national average. The other, on a different page, 
was a brief report headed ‘More Babies Die Here’. It said that 
while the 1963 ‘neo-natal’ mortality (deaths in the first four 
weeks of life) had fallen from 15.1 per 1,000 to 14.2 in England 
and Wales, in Glamorganshire it had risen from 16.45 to 19.54. In 
the Rhondda itself, neo-natal deaths were the same as else- 
where in the country. But stillbirths, at 30.73 per 1,000, were half 
as high again as the average for Glamorganshire. The Glamor- 
ganshire M.O.H. was quoted as saying that ‘social conditions 
and bad housing must have some bearing on the situation.’ In 
terms of the health and welfare of the Rhondda Valleys, it all 
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combines to form a dismal picture. Of every thousand babies 
born in England and Wales, thirty are already dead or die within 
a week. For the Rhondda, the figure is fifty. Coal tips are not the 
only legacy from the past. 

It was against this background that doctors worked to trace 
and isolate the smallpox. They soon had a fresh development, 
the case of a four-year-old boy, Stephen H, who was recovering 
from an operation at the East Glamorgan Hospital. He had 
developed a rash, which was taken for chicken-pox; smallpox 
was now suspected and later proved. The day of Stephen H’s 
operation (9 February) was also the day that Mrs M died — at | 
5-10 a.m. in the anaesthetic room of the operating theatre, where 
a young doctor and nurses had been trying to save her life for 
hours. Stephen H was the first case to enter the anaesthetic room 
after she died, and although the dates involved don’t entirely 
agree with the usual pattern of the disease, it seems likely that he 
was infected then. 

The infection had now spread in four directions from Mrs M. 
To the neighbour, M.J., who had gone to her mother’s home at 
Llantrisant. To the boy, Stephen H. To the obstetrician. And to 
Mrs M’s own family, where her baby, brother and married sister 
were affected. It was too late to do more than wait hopefully as 
far as these immediate contacts were concerned. In the fortnight 
after that first Sunday, 25 February, a fresh wave of cases 
developed. In Llantrisant, M.J.’s husband, mother, father, 
brother and three sisters all developed smallpox. At the East 
Glamorgan Hospital the mother of Stephen H and a baby be- 
came ill and later died, and a man was infected, but recovered. 
In Ferndale, Mrs P (the married sister of Mrs M) infected her 
husband, son and four neighbours, and other neighbours were 
unproven suspects; all recovered except Mrs P, who was the first 
to die after Mrs M — on 4 March, just two days before the 
Pakistani, now well again, left Penrhys Hospital. 

Vaccination at official clinics was offered to the 130,000 inhabi- 
tants of the Rhondda and Llantrisant areas on 1 March, when 
the infection of Stephen ‘H and his mother at the East Glamor- 
gan Hospital made the authorities realize that the outbreak was 
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spreading in a new direction. This was a sudden changeé of plan. 
The day before, 28 February, official warnings had come from 
Cardiff about the dangers of mass vaccination. A statement said 
that vaccination for the first time, particularly for young adults 
and teenagers, could itself prove fatal. Now, in the first week of 
March, tens of thousands were vaccinated daily. Queues waited 
at clinics and surgeries; a man from Middlesex, staying on holi- 
day, joined what he thought was a queue for a cinema and found 
it was for a clinic; he was duly vaccinated. Further afield in 
South Wales, the authorities went on doing what they could to 
dissuade people. In Swansea, GPs were said to be seriously 
hampered by anxious patients, and the local health department 
talked about the dangers of complications, though with small 
effect. 

On 5 March the papers reported the Member of Parliament 
for Rhondda West as saying it was ‘unjustified and offensive’ to 
regard people in the area as untouchables. He went on: ‘I resent 
any attempt made by responsible persons, medical or otherwise, 
from outside the area, who want to fence our people in. This 
causes unnecessary panic and could undermine the morale of 
the people who are now bravely facing this challenge.’ 
Apparently some workers were being discouraged from going 
outside the area. Bus companies were soon denying that nurses 
had been shunned or that conductors had refused to take money 
from them. Miners refused to go down pits until they were 
vaccinated. Trade dropped at Cardiff shops. “Wild rumours and 
ugly scenes’ were reported in the Rhondda, as people com- 
plained that some of those who were quarantined were going 
outside their houses, and a variety of strange things happened to 
colour these uneasy weeks. Public-health men delivered wood 
and coal to isolated households, took them shillings for the gas, 
fed their cage-birds and even carried bets to the nearest book- 
makers; they interviewed the Pakistani door-to-door salesmen 
who were trading up the valleys from Cardiff, and helped to 
bury or cremate the dead with macabre rituals of lysol and 
sawdust. The smallpox ambulance, with its white-clothed crew 
and police escort, was watched from behind curtains; police 
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manned road junctions, and a spare ambulance stood by. The 
fear of contamination was carried to what might have seemed 
exaggerated lengths, but for the fact that smallpox had already 
broken through one ring of defences. Books and bedding from 
contaminated homes were burned as a matter of course; coins 
were solemnly dropped in disinfectant; doctors destroyed suits; 
letters came from England saying they wanted no reply. The 
false lull and then the inexplicable infection of Mrs M added to 
the uncertainty. ‘I’m not a religious man,’ said an M.O.H., ‘but 
there were times when I hoped someone else was looking after 
things.’ 

The hospitals themselves became centres of morbid interest. 
There was Penrhys in the Rhondda, and two more outside — an 
infectious-diseases hospital at Blackmill, a village six or seven 
miles away, where all 750 inhabitants were vaccinated and a road 
closed; and Heddfan, a mile and a half from Bridgend, which is a 
small town near the main east-to-west trunk road across South 
Wales. Heddfan, normally used for old people, was evacuated on 
the night of 25 February, and eventually nine patients were 
admitted there. It stands on the edge of a common, a more sub- 
stantial place than Penrhys, though corrugated iron is much in 
evidence; money has been spent on it since 1962. A track leads to 
it across the common from a main road, and the gate in the stone 
wall has a bell beside it. Drivers of vans delivering food would 
leave the supplies on the ground, ring the bell and retreat 
hastily; sometimes sheep got there first and made a meal of bread 
and cakes. A doctor from a Cardiff hospital lived there, and no 
one left the place for six weeks. Rubbish was burnt on windless 
days, when there was no risk of half-burnt fragments blowing 
away. 

On 6 March, another two suspects were reported from outside 
the ring of close contacts. One was a clerk, T.T., employed by 
Glamorgan County Council in Cardiff, who had been seconded 
to the Rhondda to act as a guide to doctors; the other was his 
aunt, who lived in the same house as T.T., and his wife. Mrs T 
was a health visitor, but no connexion was ever established 
between the family and anyone they had seen in the course of 
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their work. The Ministry offers another hypothesis: on 24 
February a friend had called to have coffee with them, going 
direct from the house in Llantrisant where M.J. was lying ill 
with what was later recognized as smallpox. This caller might 
have innocently taken the infection on clothes or hands. The 
aunt, aged 81, recovered; Mr T, aged 49, died. 

By the middle of March, twenty-five people in South Wales 
had developed smallpox, and five of them had died. Two or 
three hundred thousand people had been vaccinated, and now, 
at last, it looked as though the net was secure. The weeks went 
by, and none of the contacts became ill. The mother of Stephen 
H died on 20 March, but the rest were recovering. By early 
April, the outbreak was officially declared to be over; for the 
second time the rules had been followed and the technique had 
apparently worked. 

The outbreak was already being forgotten when, on Friday, 6 
April, smallpox reappeared in nightmarish fashion at Glanrhyd, 
a mental hospital near Bridgend. In ward F.3 were forty-five 
patients, elderly and confused, eight of whom were found to 
have rashes. Twelve more became ill, and the infection of them 
all was traced back to a woman of seventy-five, a patient in F.3 
since 1961, who had died there on 25 March, with a diagnosis of 
broncho-pneumonia. She had had a rash, but this was thought 
to have been a reaction to penicillin, of a kind that she had 
developed once before. Like a dream, everything now had to 
happen again. Mass vaccination was offered over a wide area. 
There were more lists of contacts to trace and watch. There 
were all the side-effects of fear. A doctor who telephoned a 
garage from a hospital had difficulty in persuading them to 
service his car. Families who wrote to book rooms for Easter in 
the West Country, across the Bristol Channel, had their deposits 
returned. South Wales people were asked not to take part in the 
annual march of nuclear disarmers to Aldermaston. Commercial 
travellers avoided Bridgend. Nurses couldn’t get hair appoint- 
ments. And the source of the original infection in Ward F.3 
remained as mysterious as in the case of Mrs M. 

Just as Penrhys, with its infectious patient, was half a mile 
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from Mrs M’s house, so Heddfan Hospital, with six smallpox 
patients at the time of infection, was under a mile from Glan- 
rhyd; there was the same suggestion of airborne virus. One 
theory, discussed among health officials in Cardiff though not 
mentioned in the Ministry’s report, linked the woman in F.3 
with T.T., the clerk who had died the previous month. He had 
eaten at two Cardiff restaurants shortly before he was taken ill, 
and in the search for people who might have been infected 
there, one of those who reported to a doctor, a woman, said that 
at lunch she sat opposite a man — who might conceivably have 
been Mr T. Some days later (it’s said) she ran a slight tempera- 
ture, but this was assumed to be a reaction to vaccination. This 
woman had a relative that she used to visit in Ward F. 3, and the 
thin, almost invisible hypothesis is that she could have suffered a 
mild attack of smallpox, and unwittingly taken the infection to 
Glanrhyd. 

By the end of April, twelve of the old ladies (in addition to the 
original case) were dead. There, finally, the outbreak came to 
an end, though it was 21 May before anyone cared to say so 
officially. Doctors returned to their routine. Nearly a million 
people in South Wales had been vaccinated, 500,000 of them by 
GPs, who were usually paid five shillings a head. The money 
that was paid out to them, here and elsewhere, came from the 
central pool, and was one of the reasons why GPs as a whole 
failed to get the foureen per cent pay increase they expected the 
following year. Doctors who didn’t share in the panic vaccina- 
tion were later to hint that some of their colleagues made a 
killing — that volunteers helped GPs to organize the patients and 
the procedure down to the placing of vaccine on the skin, so that 
all the doctor had to do was scratch it in. ‘I was doing thirty a 
minute,’ said a doctor, ‘but don’t quote me.’ Some doctors made 
£500 and more for a week’s work; but there would have been a 
public outcry if they hadn’t kept up with demand. 

Throughout Britain, millions of doses of vaccine were issued. 
Three million arrived from Canada, the United States and the 
Argentine, and this, and local delays in distribution, conjured up 
a dramatic but inaccurate picture of vital supplies running out. 
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The country’s epidemic reserves of vaccine were hardly 
touched. The Ministry’s report talks gloomily of the overwhelm- 
ing public demand, which was ‘fostered by publicity on tele- 
vision and wireless and could not be stemmed by advice issued 
from the Ministry of Health or from local medical officers of 
health.’ But people caught in such a situation could hardly be 
expected to listen to all the cool and sometimes contradictory 
advice that came from above. ‘People aren’t dull,’ one of the 
public-health doctors said later. “They knew that if they were 
vaccinated they wouldn’t get it.’ A few people, the Ministry 
report points out, paid a price in unnecessary illness: seventy 
cases of complications in South Wales, with five deaths, are 
listed as having been due to vaccination. 

When, at last, the smallpox hospitals were empty, they were 
fumigated, stripped and cleaned. The contents were destroyed, 
down to armchairs, curtains and television sets. Heddfan, re- 
painted and improved, has its old people back. Penrhys, on the 
mountain-top, is due to be replaced, but for the moment is still 
in service. Behind the barbed wire it looks overgrown and 
horribly derelict, and a red sign with the unnecessary warning 
Smallpox. Keep Out confronts drivers, as they bump along to 
that incongruous golf-course. 


CHAPTER NINE 


THE PATIENTS 


In every hospital recognised by the Medical Council as a place 
of instruction for students the treatment of the patients is entirely 
subordinated to the instruction of those students. If a woman 
objects to being stripped for the casual inspection of two or three 
dozen youths she is forthwith ordered to leave. If a man objects to 
having a painful ulcer of the tongue meddled about and 
‘examined’ by the dirty fingers of these same youths, he also is sent 
about his business. Quite recently I heard a railway signalman 
make such a request. It was four o’clock, and he had been waiting 
since twelve. He had been pulled about by every student in the 
room, they had each been questioned at length concerning his 
ailment, the visiting surgeon had given a long ‘demonstration’ on 
him, and was then discussing an entirely different question — the 
man standing idly by the while, and all the other patients waiting 
in a barn-like corridor. When the surgeon stopped speaking and 
began to draw diagrams on the board ~ diagrams which had 
nothing to do with the case in question -—the man mildly and 
politely asked if he might go, as he was urgently wanted ‘on duty’. 
He was instantly told to ‘shut his mouth’. For forty minutes did 
that man wait, and then the surgeon said: ‘Dear me, how late it is! 
We must get on’, and to the signalman: ‘All right don’t stand 
about there — you can go’; and the applicant for gratuitous advice 
went away to the dispensary to wait more than another hour for his 
medicine. This is a very common experience. 

- ‘Hospitals: their use and abuse. 

By a Medical Practitioner’, in 

The Grand Magazine, March 1905 


ALTHOUGH doctors write at length about the ethics of trying 
out drugs and making investigations, they say comparatively 
little in public about something they always raise in private: the 
way patients agree to be used. They say they are ‘surprised’ and 
‘embarrassed,’ and even ‘amazed’ and ‘baffled’, at so much 
acquiescence. Hospital doctors can take blood, give drugs as pills 
Or enemas, and stick needles into the body, with only a brief 
explanation of what is happening. The pill or the needle may 
stand a chance of helping that particular patient, or it may have 
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nothing to do with the condition for which he is being treated. It 
may be a new procedure with an unknown risk, or an established 
procedure with a calculable risk. There may be no risk to his 
life, only the risk of discomfort and perhaps anxiety. It may be 
happening because the doctor is interested in _ research, 
interested in the patient, trying to impress his elders or con- 
cealing the fact that he doesn’t really know what to do. Whatever 
is going on, the patient may have the situation explained to him 
in detail, or briefly, or even not at all. But he rarely complains. 

Perhaps hospitals paralyse the will. A middle-aged man sits on 
a bicycle frame, pedalling furiously, registering information for a 
pair of doctors who hop about the laboratory, which is full of 
curious equipment for recording information about blood and 
gases. He suffers from bronchitis, and has been in hospital; now 
he has volunteered for a session in the lab to have his heart and 
lungs studied. The information he provides will be added to a 
lot of other information about hearts and lungs, and be used in 
the study of bronchitis. In the end, though it’s unlikely, it might 
even benefit the cyclist himself. 

‘All right?’ called a doctor. 

‘Bit puffed.’ 

‘I should think so. I’d just like you to go on pedalling. for 
another few minutes — I mean seconds.’ 

But he really meant minutes. When the man was resting, the 
doctor stood in the doorway and talked about him. ‘Here is a 
man with chronic bronchitis who’s breathless. He can’t walk 
more than two hundred yards. There’s also the question of how 
well his heart works.’ The man held his head to one side, listen- 
ing; next week he would be back again, quite happily. 

Medicine presumes on the acquiescence of patients, and 
couldn’t manage without it. Unlike the United States, where the 
hospital patient is only too well aware of his rights, Britain has a 
tradition that says patients can always trust doctors, and should. 
The peculiarly. British contribution to medicine has been the 
bedside manner, not research. This has the paradoxical effect of 
making it easier for a doctor to do unpleasant or dangerous 
things, if he is so inclined, without being questioned. There is an 
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alarming readiness to oblige, as in the case of the patient who 
mysteriously appeared on the operating list at a suburban hospi- 
tal. ‘Mr S, the surgeon, and I were in the theatre,’ said an 
anaesthetist, ‘and someone said there was an extra patient on the 
list. They asked if I wanted to premedicate him, and I said, “Not 
in the ward. Send him up.” They wheeled him in, and S said, 
“Who is he?” It appeared he’d been sitting quietly at home 
when the phone rang, and a voice said, “Mr S wants to see you 
this afternoon.” He’d been a patient at the chest clinic, so he 
came to the hospital, was shuffled to and fro between Casualty 
and the ward, and admitted. 

“He was told to take his clothes off and get into bed. They gave 
him a consent form to sign, agreeing to an operation, and he 
signed it, and the next thing he knew, he was being wheeled off 
to the theatre. It was some almighty administrative snarl-up, but 
the fact is, he got into that bed. He signed that form.’ 

‘The anaesthetist added that in other, less ridiculous ways, it 
was happening all the time. When he went to see a patient in the 
ward, he would say, ‘I’m Dr R and I’m going to give you the 
anaesthetic tomorrow,’ and the patient would say, ‘Yes, doctor, 
anything you say, doctor.’ But in America the patient would say, 
“Tell me, doc, you gonna give me pentothal?” 

The British Diabetic Association was once asked by a patient 
whether he could have anything but fried onions for supper. 
When he left hospital he had been handed a diet sheet which 
gave fried onions as a sample evening dish; that was fifteen years 
before and he hadn’t realized there might be alternatives; he 
had eaten a lot of fried onions. The tendency to submit to 
doctors is strongest in hospital, where the situation is more 
overpowering, but in general practice, too, the patient can be 
remarkably obliging. ‘Ordinary’ patients are more sure of them- 
selves than they were and GPs complain bitterly about a lack of 
respect and consideration, yet doctors still command a surpris- 
ing amount of deference. Reports published in the British 
Medical Fournal (1959, 1964) suggest there are more sudden 
deaths of children at weekends, and that people with appen- 
dicitis on Sundays take longer to get into hospital and are more 
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likely to have complications — the reason in both cases being that 
patients are reluctant to bother the doctor. 

The easier it is to impose on patients, the more important it is 
(says the profession) that we should continue in the best ethical 
tradition. In the past there were many unpleasant and dangerous 
procedures in medicine, used in desperation and ignorance but 
intended, however disastrously, to help the patient who was 
undergoing them. What now concerns the framers of ethics is 
that medicine has progressed to a point where discovery is an 
everyday occurrence, and mankind has perhaps become a kind 
of human laboratory for proving or disproving the new medi- 
cine, point by point. This, runs the argument, means that trust- 
ing patients are likely to have all manner of things done to them 
in the name of progress. 

The traditional standard is laid down in the ‘Hippocratic 
Oath’, attributed to Hippocrates in the fifth century B.C., in 
which the doctor is supposed to swear by ‘Apollo the physician’ 
to respect his colleagues and safeguard his patients. The ‘col- 
league’ part comes first. In the ‘Declaration of Geneva’, pro- 
duced in 1947 by the World Medical Association in the shadow 
of wartime atrocities and the Nuremberg Trials, ‘respect and 
gratitude’ for the doctor’s teachers, and the need for ‘conscience 
and dignity’ in his work, are mentioned before the clause that 
says: “The health of my patients will be my first consideration.’ 

The first loyalty of doctors, one suspects, has always been to 
other doctors. When mistakes are made in the ward or the 
operating theatre, they are usually covered up, one of the argu- 
ments being that if the young doctor has his errors broadcast 
and made the subject of litigation, it may undermine his confi- 
dence and damage his career. Occasionally a hospital patholo- 
gist, say, may decline to carry out a post-mortem, and insist that 
the death be reported to the coroner; even then, the coroner is 
likely to be suitably understanding, and support the doctor. 

A letter to the B.M.F. (1965) from a London GP asked what he 
should do when he was askéd to perform ‘off the record’ blood- 
tests, at a midwives’ clinic, for pregnant women whose own 
doctors ‘didn’t believe’ in doing them. (Good current practice is 
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to do these tests, but many GPs are still too lazy, hard-pressed, 
unconvinced by the evidence or otherwise unable to oblige.) 
The writer of the letter said he had learned that the same thing 
happened at a clinic in the next county. ‘Is it one’s first duty to 
protect the mother, or a fellow practitioner?’ he asked. A fort- 
night later, three doctors replied in the B.M.}. The first de- 
plored the ‘shameful philosophy’ whereby medical ethics were 
‘primarily ...a code of mutual protection of doctors against the 
lay world.’ The ‘first real principle of medical ethics, that it is 
the patient who matters most, is forgotten, to the present ridicu- 
lous extent that, out of a misguided sense of loyalty, most 
doctors and nurses would shrink from disclosing malpractice, 
negligence, low standards of care, unethical experimentation, or 
various other abuses, which they might observe practised by a 
colleague, or even make [sic] the slightest attempt to prevent 
repeated recurrence.’ The second letter suggested that the 
London GP send the offending doctors a copy of the Report into 
Maternal Deaths 1958-1960. The third letter ended: “The short 
answer to the question is that the first duty in this case is to stop 
interfering in colleagues’ work.’ The correspondence (unlike the 
ones on money or operating techniques, that last for months) 
then ceased. 

The complexity of medicine has sharpened the need for 
loyalty to patients. Procedures can do more good and cause more 
harm than in the past; the need for experimental material is 
great; and a specialty of young doctors who may be devoted to 
clinical research in general, rather than to patients in particular, 
has begun to emerge. So the profession has made some painstak- 
ing attempts to define duties and frame solutions. A ‘patient’s 
friend’, a doctor who could if necessary shield the patient from 
an investigator, has been proposed. It has been argued that a 
formal ‘code’ is less valuable than a clear conscience; that 
immoral doctors can bend the rules, and that moral ones prefer 
an empirical approach. Sir Theodore Fox, then editor of the 
Lancet, published a paper on the subject in 1960, in which he 
suggested that it was ‘best not to worry the patient by asking 
permission for minor experiments — for example, for additional 
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tests which are unnecessary for diagnosis or treatment but are 
needed for some piece of research.’ But even then, said Fox, the 
‘physician-friend’ should have the last word; and where the 
experiment was more than trivial, the patient’s consent should 
be explicit. The Lancet has occasionally refused to publish re- 
ports of research work where it seemed that information had 
been wrongly obtained. 

But what do the words mean? Something trivial to a doctor 
may be important to a patient; consent may consist of a 
frightened Yes. The Medical Research Council has been point- 
ing out for years that most patients will agree to any proposal 
that the doctor cares to make, and in 1964 it included in its 
annual report a statement on ‘Responsibility in investigations on 
human subjects’. (Official pronouncements rarely say ‘experi- 
ments’. The Ministry of Health talks about ‘clinical research’.) 
The M.R.C. statement, which took eighteen months to draft, said 
firmly if impracticably that if investigations were ‘of no direct 
benefit to the individual’, then ‘his true consent to them shall be 
explicitly obtained.’ It didn’t say what ‘true consent’ was sup- 
posed to mean, or how a doctor was to recognize it when he saw 
it. At the same time, the World Medical Association revised a 
draft ‘code of ethics’, first published two years earlier and boldly 
headed ‘Human Experimentation’, which said much the same 
thing. 

Behind the careful language, it’s hard to see what is happen- 
ing. Livers and bloodstreams seem to be particularly involved, 
but it was not until a doctor brought together details of a 
number of experiments, in an article written for Twentieth Cen- 
tury in 1962, that the layman had much idea of what was going 
on. The article, ‘Human Guinea Pigs: A Warning’, was written 
by Dr M. H. Pappworth, the man who runs the Membership 
classes (Chapter 1). Pappworth began by saying that clinical 
medicine in British teaching hospitals had become ‘dominated by 
research workers who are primarily experimentalists, rarely 
having any interest in patients purely as patients.” He went on to 
give details of more than a dozen British and some American 
Pieces of research in which, he said, ‘dangerous experiments’ 
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were performed on ‘unsuspecting patients’. This was one of 
them: 


Insulin was purposely withheld from 45 severe diabetics so that 
they lapsed into coma. They included a child of 15 and a patient 
desperately ill with a lung abscess. Whilst in this perilous comatose 
state, a catheter was passed, via the arm vein, into the chest, and 
through the heart chambers, and so into the main liver vein. At the 
same time liver punctures were done. [In a liver puncture, a needle is 
inserted into the organ and a fragment removed for examination. ] 


The article caused a flurry at the Ministry of Health, and 
Kenneth Robinson (then the Labour Opposition’s spokesman 
-on health) asked a Commons question about human experi- 
ments. He was told that the M.R.C. was considering whether 
more guidance was needed, and in 1964 the statement on ‘Re- 
sponsibility’ duly emerged. In 1963 Pappworth appeared on 
television, in the Rediffusion programme “This Week’, where he 
and a consultant at the Hammersmith Hospital had a violent 
argument. The consultant said it was wrong to describe scien- 
tific procedures in ‘emotional terms’, talked about the need to 
get the patients’ consent, and said rather pointedly to Papp- 
worth: ‘Can I ask what hospitals you’re on the staff of?’ He 
agreed that the Hammersmith had ‘come under a good deal of 
fire’, and when Pappworth pressed him on the instance of the 
forty-five diabetics he said that ‘there are occasions when young 
research workers — and this particular experiment you describe 
was done by a young research worker — do become so enthusias- 
tic about the advance of knowledge that they do become 
indiscreet.’ 

Young, keen hospital doctors, hot for progress, are the ones 
most likely to go too far. ‘The fanatic is the trouble, not the 
rascal’, said an official of the M.R.C. But (not surprisingly) the 
details always belong to another place or another time. ‘I did 
liver experiments two years ago — putting a catheter into the 
liver — that weren’t justified in terms of the people I did them 
on,’ said a consultant at a teaching hospital. ‘I wouldn’t do them 
now — partly because of a change in the climate, partly because 
of a change in myself.’ 
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‘I suppose,’ said a teaching-hospital physician, and then 
paused for several seconds, ‘I suppose I Know patients who have 
had catheters passed into their veins and thence into their 
hearts, which were perfectly normal, in order to produce the 
controls against the patients who did have cardiac lesions. 
Under these circumstances you have got to say, “Do you mind?” 
But it’s jolly difficult for the patient to refuse.’ He said that 
recently he had been concerned with a biochemical problem 
that meant giving enemas containing a drug, and taking some 
blood, purely for the purposes of experiment. ‘We went to 
patients who were in for hernias. The majority said they didn’t 
mind. There are people who would say it was unethical, but I 
don’t think it is — and indeed, it’s solved the problem.’ 

There are always problems to solve, and the hopeful senti- 
ments of ethical codes don’t really meet the realities of the 
situation. “There may be a lot of window-dressing about these 
codes,’ said a distinguished experimenter. “There must be agree- 
ment on guiding principles, but I don’t think they should be 
more than that, otherwise opportunities might be lost for the 
advancement of knowledge.’ He talked about some experimental 
work on children in the United States that had been referred to, 
disapprovingly, by the British Medical fournal. “They say to us, 
“You can’t do things to a child under twelve — not even the 
parents can give permission.” I think I’d be prepared myself to 
put a needle in a child and take some blood, and risk legal action. 
Particularly following successful surgery, I don’t think that 
grateful parents would interfere.’ 

A doctor would find it hard to go on record as saying that 
patients have to suffer in a good cause, but this is what happens. 
The only way a surgeon can develop new techniques is to try 
them out on patients; there are ‘heroic’ surgeons who accept a 
high mortality as a necessary price; since the patients are likely 
to be seriously ill, the surgeon will argue that the gamble is 
justified. Treatments for cancer of the breast, and the rights and 
wrongs of gastrectomy — removing the stomach — are among the 
subjects that guarantee a long correspondence in the journals. 
But patients can hardly expect to be consulted. The battle be- 
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tween schools of thought goes on with patients as the battlefield. 
Opinions differ as to the best treatment for cancer of the breast, 
wrote the dean of a medical school in the Lancet in 1964. If the 
only way to settle the issue is by large-scale trials, randomly 
conducted, is the surgeon-investigator (he asked) morally 
obliged to tell the patient that if her card carries a certain 
number, she will have treatment X, though most of his col- 
leagues might favour Y? ‘I think not,’ said the dean; it would be 
‘inappropriate and unkind’ to discuss various forms of treatment 
with the patient. 

There are many steps in the dark, even for a careful doctor. A 
heart surgeon said that the longest single period in which a 
patient of his had been kept alive by a heart-lung machine, while 
undergoing an operation, was eighty minutes. ‘I started by 
saying that I’d never let it go more than forty-five minutes 
without natural circulation. Then my hand was forced one day 
and I let it go to fifty, and then to seventy...’ 

Armed with sophisticated techniques for investigating 
disease, confused by a continually changing body of knowledge 
about how to use them, any doctor who cares simultaneously 
about the future of medicine and the future of his patients has to 
walk an ethical tightrope. A young American woman, staying in 
Britain, had been admitted to a provincial teaching hospital with 
hypertension — high blood pressure. It might have been an early 
sign of the benign variety, which normally arrives with advanc- 
ing age; or it might have been the result of damage to the kidney. 
It had now returned to normal, and a consultant physician, a 
consultant radiologist, a registrar, a houseman and other doctors 
and students were discussing the case outside the ward. They 
were arguing about the need for more tests. The patient had 
already undergone three intravenous pyelograms — X-rays of the 
kidneys after opaque contrast fluid has been injected. The 
physician suggested a renal arteriogram — a more sophisticated 
kidney examination, with the fluid injected into the artery. 

The radiologist advised against it: the patient had already 
been exposed to a lot of radiation, and anyway, what was the 
value, in this case, of a renal arteriogram? 
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‘No value at present,’ said the physician, ‘but it might be of 
value in future for her to have the results of it. Things are 
changing so quickly in vascular matters that it might be of 
unknown value.’ 

‘It might be useful for studies of hypertension in young 
people generally,’ said the registrar. 

A woman doctor asked the radiologist: ‘Can’t you screen off 
the ovaries?’ 

“Not really,’ he said. ‘It’s not like the testes. They’re different.’ 

‘I hope they are,’ she said, and everybody laughed. 

The radiologist suggested that when the girl returned home, 
American doctors might give her more tests. “They like to do 
their own,’ he said. 

The physician looked bleak and said: ‘We can’t adjust our 
treatment in the light of the tests that other people might make.’ 

At this point the houseman reported that the patient was 
complaining at the number of tests and might refuse to have any 
more. The physician then summarized the arguments — for, that 
further tests might help the patient in the light of new dis- 
coveries, and that these tests were of general value: against, the 
radiation risk, inconvenience to the patient, and the fact that she 
might say No. As he led the way into the sister’s cubbyhole for 
morning coffee, he was deciding to do nothing more for the 
moment. 

The medical journals — even the general ones, like the British 
Medical fournal and Lancet, let alone the specialized publica- 
tions — are thick with disagreement about tests and treatments. 
Issues rise and fall like little empires. Liver punctures have 
already been mentioned. ‘It is difficult to say’, wrote Sir Robert 
Platt in 1963, ‘whether the man who first did a percutaneous 
liver biopsy displayed great moral courage or an unusual in- 
difference to his patient’s welfare, yet it has proved to be a 
valuable means of diagnosis in selected cases.’ A few years ago, 
doctors were appalled by cardiac catheterization, in which a 
flexible tube is inserted in a blood vessel in the patient’s arm or 
leg, and, with the patient conscious but usually unaware of 
what’s happening, is deftly fed in, inch by inch, till the end of it 


209 


The Doctors 


is jumping about inside the heart. (Lying on the operating table, 
surrounded by several doctors, three nurses, three technicians 
and about £40,000 worth of apparatus, the patient hears inexpli- 
cable remarks — one of the technicians, watching the flickering 
pattern of an electrocardiogram, begins to count, ‘One, two, 
three,’ as the intruding catheter upsets the rhythm of the heart. 
‘Are you pumping stuff into my arm?’ says the patient suddenly, 
and the doctors murmur ‘No, no.’) Catheters can be used to 
measure pressures inside the heart, and when a contrast fluid is 
injected, X-ray stills or moving pictures can be taken of the 
heart in action. The procedure, which still kills the occasional 
patient, is now accepted as routine. Letters in the B.M.f. have 
argued about the dangers and ethics of sticking things in 
arteries, whether to extract blood (instead of taking it from 
veins) or to inject fluids and facilitate X-rays of hearts, kidneys 
and other organs. One letter (1964) described the case of a man 
who was ill for six months when a renal arteriogram went wrong. 

Because most doctors think these matters shouldn’t be dis- 
cussed outside the profession, what discussion there is becomes 
blurred; the arguments needed to defend the experimenters are 
held to be too strong for public consumption, This makes it 
easier for well-informed critics like Brian Inglis. Writing in the 
Guardian (1965) Inglis quoted a young doctor as having told 
him: ‘I would rather send my patients to the Hammersmith 
because even if they are used in experiments, I know they will 
have expert treatment.’ Inglis’s comment on this was “Thank 
you, but no.’ But expert treatment is increasingly bound up with 
a degree of experimentation. The practical alternative to being 
in the hands of clever doctors who are not always sure what is 
going to happen is to be in the hands of not such clever ones 
who are equally unsure. The opposite of ‘Hammersmith medi- 
cine’ is ‘Harley Street medicine’, and the worst of Harley Street 
is as cruel as anything that researchers ever did. If doctors 
admitted the dangers of both extremes — too much cold science 
at one end, too much warm inefficiency at the other — the patient 
might benefit in the end. But it is more convenient for the 
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profession to say that the public should mind its own business. 
Admissions of uncertainty go too much against the grain. 

Drugs are another area of doubt and controversy, with ignor- 
ance concealed where possible behind the professional smoke- 
screen. The unwelcome side-effects of drugs developed in the 
last twenty years have a literature of their own, and new drugs 
are particularly troublesome. People are frequently harmed and 
sometimes killed by drugs — incidentally, as it were — as part of 
the business of finding out about them. Many but not all these 
people are seriously ill and likely to die soon; there is little 
heart-searching when a new drug is tried on someone who is 
dying; it’s the new tranquillizer or the new pill to reduce blood 
pressure that raises the problems. Doctors argue privately, and 
in 1963 the Government’s Committee on the Safety of Drugs 
(the Dunlop Committee) was set up to assess new products; as 
yet it has no power to prohibit a drug, but it’s thought that the 
committee’s disapproval is enough to make a manufacturer re- 
move it from the market. Reputable drug firms already test 
products as thoroughly as they can before they are used on 
people. Since the Dunlop Committee doesn’t carry out its own 
tests, but relies on the manufacturers’ evidence, the effect of 
Dunlop is likely to be marginal — a caution here, a suggestion 
there. 

A consultant who sometimes tries out new drugs said that the 
Dunlop Committee would not have prevented the disaster with 
thalidomide — the tranquillizer, first made in Germany in 1956, 
prescribed in Britain from 1958, which caused at least 349 mal- 
formed children, and probably more, to be born to mothers in 
England and Wales who were thought to have taken the drug, 
before it was withdrawn at the end of 1961. The animal tests on 
thalidomide were satisfactory; presumably Dunlop would have 
approved them; it was only later, when thalidomide was in 
everyday use by large numbers of pregnant women, that the 
percentage of deformities became apparent. ‘You must be well 
aware,’ said the consultant, ‘that nothing can stop another thali- 
domide disaster. We’ll pick it up quicker next time, that’s all. It 
has been shown in rats that you can reduce their I.Q. with a 
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drug that is widely used in man. You can’t measure that in a 
baby. If a baby’s born without arms and legs, even the doctor 
notices that. But suppose it’s born with its visual acuity a bit 
knocked off — how do you measure that? The public must realize 
that medical progress cannot be free from risk. All we can do is 
to ensure that it’s as minimal as possible. But the next time 
women start having abnormal babies, the pharmaceutical indus- 
try’s going to say, “Well, we did everything we could. Ask the 
Dunlop Committee.” ’ 

A patient in a London teaching hospital stands most chance of 
being offered experimental drugs. Consultants there are more 
likely to have the facilities and the assistants; they have reputa- 
tions to enlarge, and the drug companies want to help enlarge 
them with their own products. Before reaching the ward the 
drugs will have been tried on volunteers at the drug company, 
and on volunteers among the hospital doctors and students who 
are doing the work. A drug-company doctor said he thought that 
about one-tenth of consultants and senior registrars at the big 
hospitals were willing to try out new preparations. Some of them 
were more willing than others; they were prepared to give a 
placebo, a dummy pill, to a percentage of the patients taking part 
in the trial, so that more accurate comparisons could be made. 
Other doctors thought it wrong to give a placebo to a sick 
patient; either they switched entirely to the new drug or they 
went On treating patients with the old one. 

The relationship between drug company and hospital doctor 
is delicate, and patients might be interested to discover that 
sometimes the man in the white coat is being paid by the manu- 
facturer to try out a new pill. Doctors prefer not to think of it as 
crudely as this; and it’s true that there is much matching of 
mutual interests, which may turn out to include the interests of 
the patients. The drug company may assist in kind, by buying 
office or laboratory equipment for the consultant, who can’t 
Squeeze the money from the Health Service. Patients may have 
their expenses paid if they attend hospital clinics during trials; 
laboratory assistants may have their salaries paid; numbers of 
doctors themselves are maintained for years at a time by grants 
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from drug companies who are interested in a particular field of 
research. There are expenses-paid trips by air to conferences or 
headquarters abroad. And there are direct payments for services 
rendered. 

Asked about this in Parliament in 1964, the Minister of Health, 
Mr Robinson, said that consultants were allowed to accept fees 
for clinical trials, while practising under the Health Service, ‘only 
to the extent that the work involved is outside their hospital 
duties.’ This could mean almost anything. A number of drug 
companies admit, unofficially, that these ‘personal fees’ are paid, 
and sums of from fifty to 250 guineas have been mentioned. ‘A 
very few do it for personal gain,’ said a drug-company doctor, 
‘though they may, of course, be doing it to enhance their career. 
There are a few black sheep who think, perhaps understandably, 
that the information they have is commercially valuable, and 
that they should be paid for it.’ The advertising manager of 
another firm, who looks after these things, said that, yes, they 
were prepared to pay a personal fee, though ‘most medical men 
prefer to have it done the other way - it may be help with a 
secretary, it may be a piece of equipment for the hospital. They 
prefer to keep their independence, and we very much play along 
with these people.’ 

Occasionally doctors who are on a drug-company’s pay-roll 
work inside a hospital. Everything is officially approved, and 
some firms are known to envy this intimate relationship. But at a 
hospital where one of these seconded doctors works, a colleague 
said that ‘when people from a rival drug company are around, 
he’s not there. It’s the tactful thing to do.’ It was precisely to 
avoid this kind of thing, said a consultant at another hospital, 
that — although he could see the advantages — they would not 
accept any doctor seconded by a drug company. 

Patients in the wards, oblivious of the pros and cons being 
weighed on their behalf, might ask, if they knew what was going 
on, why volunteers can’t be paid a fee for their trouble. This 
would certainly be done but for legal difficulties: if they were 
paid they would be employees, able to sue if anything went 
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wrong. So the uneasy compromise continues, between patient- 
care and drug-development. 

A hospital doctor explained how he worked. When he was 
Satisfied by the manufacturer’s data, which would include 
animal tests and tests on volunteers from the firm, two or three 
doctors or students would be given the drug in the hospital 
laboratory (an experiment at another hospital is described in 
Chapter 4). An emergency box would be near-by, with drugs 
and masks for resuscitation, ‘though God forbid we ever have to 
use it.” Later the drug was taken into the ward. He said he would 
never give an experimental pill or injection to a patient without 
explaining: ‘You’re getting a new chemical and we hope it’ll be 
a drug.’ Sometimes he gave himself a new drug — he thought 
doctors who did experiments were under an obligation to do 
some on themselves now and again. But, he added, ‘I’m not 
willing to take a new drug every day of the week, thank you very 
much.’ And he wasn’t having any more needles stuck into his 
brachial arteries. As one got older, one didn’t want one’s arteries 
interfered with. 

He said he was short of volunteers to do laboratory work, but 
that as far as patients in the wards were concerned, the danger 
wasn’t of having no volunteers, but of being embarrassed by 
offers. ‘I want to say, “Stop you fool,” ’ he said. He thought the 
patient’s situation was difficult, and so was the doctor’s; it was 
difficult for everyone. How were new anaesthetics tried out? ‘If 
you were having an operation for rupture, and I had a new 
anaesthetic, I should say, “We want to try it out on you.” If you 
were a sensible fellow you’d say, “I don’t like having operations 
anyway. Thank you very much, but no.” And in fact in America 
they pay people for it. But in this country, I suspect, a new 
anaesthetic gets quickly shoved into a patient.’ (When I asked a 
woman anaesthetist about it, she looked bored and said it was a 
rather academic point; there were always risks; all you could do 
was be careful.) 

Menaced and comforted at the same time by needles, tubes 
and pills, the patient also has to reckon with the complicated, 
all-smothering embrace of the profession and its institutions. In 
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hospital, patients receive a concentrated blast of doctorism, the 
chief effect of which is to sever them from reality. Communica- 
tion breaks down, at least as far as the National Health patient is 
concerned: he is at one end, the consultant is at the other, and 
in between the doctors and nurses may be kindly but are not 
likely to be communicative. The hoary question of ‘Should the 
doctor tell?’ is solved more easily in hospital than in general 
practice: when in doubt, the rule seems to be, say nothing. It is 
not so much the withholding of dire news about a patient’s 
illness, which is something else again, as a reluctance to let the 
patient know anything at all. The words printed boldly on each 
file of case-notes, Not to be handled by the patient, are lodged in 
doctors’ heads from an early date. In Human Relations and 
Hospital Care (1964) Ann Cartwright concluded that doctors 
tended to underestimate their patients’ desire for information 
and their ability to understand explanations. If communications 
were to be improved, ‘some doctors need to be more approach- 
able people, less like inaccessible gods.’ 

Although the newer consultants are not like the old autocrats, 
they are still kings in the wards, treated with deference. The 
patient is only one factor in a long chain of relationships. A 
consultant who had been talking about his hospital’s reputation 
for insensitivity towards patients, and denying it, stood at the 
foot of a bed, after examining the woman in it, and said loudly to 
his colleagues: ‘Well, this is suspicious. We must go into this 
with extreme care.’ The woman, who had heard what he said, 
looked from face to face, and a moment later the consultant said 
to her: “This may take a little time.’ He said it kindly, but 
previously he had spoken as though she wasn’t there. In their 
defence, hospital doctors say that some patients are too stupid to 
follow an explanation that means anything worth hearing, and 
that others promptly forget what they are told because they find 
it so unpalatable. 

A minority of consultants are straightforwardly rude to their 
humbler patients. A student at a teaching hospital described two 
of the consultants he worked with. One was so considerate, he 
said, that when he examined a woman he allowed the students in 
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only one at a time. But another could be found pointing at some 
wretched patient and saying loudly to his audience: ‘What are 
these red spots? These are flea-bites, that’s what they are, flea- 
bites.’ A former hospital registrar, now in general practice, said 
that patients’ illnesses were continually being discussed in front 
of them, in terms that perplexed without explaining. Keen 
young registrars could be ‘pretty frightful’. | 

Students at teaching hospitals, who can learn medicine only by 
seeing it taught on real patients with real diseases, raise other 
problems. Only a minority of patients seem to object, though it 
might help if those who do were handled more tactfully. The 
damaging fact is that private patients in the same hospitals are 
not normally used as (to quote the hospital phrase) ‘teaching 
material’ — though strong-minded consultants sometimes per- 
suade interesting private cases to let themselves be looked at. 
“We won’t examine you like those chaps downstairs,’ they say. 

The system is still so rooted in the past that even the well- 
intentioned doctor has an uphill fight. Complaints about the 
treatment of pregnant women, at ante-natal clinics and in 
maternity wards, have gone on for years, with hundreds of 
articles, speeches and letters to newspapers. A standing com- 
mittee of the Ministry of Health issued a leaflet, Human Rela- 
tions in Obstetrics, in 1961, which angered obstetricians and 
midwives by what amounted, in the situation, to daring out- 
spokenness. It drew attention to complaints about long waiting 
times, lack of privacy and information, loneliness, bullying and 
general nastiness. It pointed out that while there were problems 
connected with buildings and personnel, ‘if the senior staff set 
an example of a kind, understanding and tolerant approach to 
the patient, then this will undoubtedly be reflected in the care 
given throughout the hospital.’ But complaints continue. I asked 
an obstetrician about it, but while he agreed that all wasn’t well, 
he personally found that the midwives were all ‘tremendously 
good and kind people’. He supposed they were overworked. If 
one asked about inhumanity, he said, one found oneself ‘up 
against the nursing staff a little bit”. And that was the end of the 
matter. 
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Anything that looks like interference with hospital traditions 
in general and consultants in particular is resented. Another 
standing committee of the Ministry prepared a report in 1963 
with the prudent title of Communication Between Doctors, 
Nurses and Patients. An Aspect of Human Relations in the 
Hospital Service. This said marvellously little; it hinted that 
communication could be imperfect, as though this was some 
new and tentative hypothesis, was careful to point out that it 
made no ‘general accusation against our colleagues’, and added 
encouragingly that ‘most of our recommendations will not be 
novel to many who work in hospitals.’ Despite the caution, the 
nineteen-page pamphlet gave a lot of offence. A consultant who 
had been involved in private arguments at the Ministry, before 
it was published, said that such things simply weren’t done. 
‘You don’t tell a consultant or a ward sister to address patients as 
“Mr” and “Mrs”, not “Ducks” or “Dad” or “No. 5”,’ he 
grumbled. (In fact, the report suggested nothing of the kind.) 

Long delays at outpatient clinics are another aspect of hospital 
treatment that everyone regrets and few try to change. The size 
of waiting lists is a special problem with various causes; but one 
cause, and the cause of much of the delay endured by patients 
when they are actually in the clinic and waiting to see the 
consultant or his registrar, is casual timekeeping by doctors. A 
Ministry of Health paper on the subject in 1964 made an oblique 
reference to it — ‘Apart from other causes of prolonged waiting 
such as the late start of a clinic,’ it said, ‘there is still the tendency 
to book too many patients for the first half of the clinic... .’ 
A footnote fell over backwards to be polite, saying that ‘the 
late start of a clinic is of course not necessarily synonymous with 
the late arrival of the consultant.’ The Ministry, commented an 
article in Pulse, had taken great pains to avoid apportioning 
blame. ‘The difficulties’, it went on sarcastically, ‘couldn’t pos- 
sibly be due to the (dare one say it?) late or non-arrival of the 
consultants and specialists. Or to the existence of facilities for 
private consultation elsewhere.’ 

Lord Taylor (who is a doctor) has suggested in the House of 
Lords that probably five per cent of consultants are bad time- 
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keepers. He thought that hospital chairmen should complain to 
the unpunctual ones, but Lady Summerskill said in the same 
debate that many hospital chairmen ‘never dare to speak to 
consultants.’ The Minister of Health thinks that half an hour 1s 
as long as anyone should have to wait, and a paper published in 
Medical Care in 1964 showed how this might be achieved with 
an appointments system, even when patients were unpunctual. 
But some consultants are flattered by long queues; time-and- 
motion studies are suspect; doctors must never wait, but patients 
are different. I went to watch a consultant take an afternoon 
clinic at a London hospital, beginning at 1.30. He wasn’t there at 
1.30. Patients sat in rows, nurses moved around briskly, and on 
the consultant’s blotter, in the consultant’s room, was a type- 
written list of new patients that he was to see himself. There 
were three appointments for 1.30, three for 1.45, three for 2.0, 
three for 2.15, and one for 2.30. At five past two, when in theory 
half the patients would have been seen already, the registrar 
strolled up and said that the consultant had been delayed out- 
side London, and wouldn’t be coming. The registrar then made 
a start on the clinic himself. 

Perhaps one of the inevitable shortcomings in any conceivable 
system that brings doctors and patients together is that unless a 
doctor is a saint, he is going to be impatient and disenchanted 
with some of the people he has to see. He must develop a routine 
for dealing with patients who may be rude or stupid as well as 
frightened or ignorant. He has to be able to survive his sur- 
roundings. An ‘enlightened’ psychiatrist at a mental hospital in 
the North took me on a tour of the wards — striding in and out, 
interrogating nurses and patients, sometimes not waiting for an 
answer, sometimes firing questions like buckshot. He asked a 
small man with glasses, sitting on a bed in his pyjamas, what he 
thought of the place. ‘It’s strange,’ said the man. 

“What makes you think it’s strange?’ 

“Well, never having been in a place like this before.’ 

“What was the trouble?’ 


‘I’m not going to tell you. I told my doctor about it but I won’t 
tell you.’ 
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‘Good afternoon.’ 

‘Good night.’ 

In another ward the psychiatrist asked a male nurse what he 
would like to show a visitor. ‘What is he?’ said the nurse. 

‘He’s a reporter.’ 

‘The beautiful surroundings,’ said the nurse ironically, and we 
shot into the next ward, where the psychiatrist went up to the 
nurse and said: ‘What’s going on here? This reporter wants to 
know.’ Before the nurse could answer, he said: “Good, good, he 
can’t wait to hear anything else.’ We passed into a ward where a 
crazy-looking girl was sitting up in bed; her mother was beside 
her; there were bananas and an umbrella on the counterpane. 

“You’ve had a lot of trouble,’ said the psychiatrist. 

‘No,’ said the woman, ‘only what we’re here for.’ 

‘Has she settled in?’ 

‘No, I haven’t,’ said the girl. 

‘Good, good,’ said the psychiatrist. ‘Do you like your doctor?’ 

The mother said: “The doctors are the experienced people,’ 
but by this time we were going through the door. 

In a workshop, women with lank hair and faded eyes were 
doing things with string and silver paper. ‘What are you doing?’ 
asked the psychiatrist. “Taking them to pieces and putting them 
together again?’ 

‘I’m making earrings,’ said the woman. 

‘Ah. How long have you been’ — he paused — ‘making 
earrings?” 

‘Several years.’ 

‘Several years?’ 

He asked more questions, nodding quickly at the answers, 
and we pressed on for another half an hour. There was some- 
thing about his manner that suggested a necessary toughness, a 
keeping of distances for the sake of his own sanity; he would 
probably have said that he was behaving in the only possible 
way. 

Special qualities are attributed to doctors, and when they 
react in an ‘ordinary’ way, people feel cheated. The arguments 
over whether patients should be told if they are suffering from a 
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fatal disease (usually cancer) have been worn smooth with 
handling, but doctors in and out of hospital frequently worry 
about what they should do, and are upset by the consequences. 
They are uneasy on behalf of their patients. It is only in recent 
years that newspapers have even printed the word cancer — it 
used to be always ‘incurable disease’ — and some doctors are still 
reluctant to use it when talking to laymen; they hesitate, then say 
‘a serious condition’. Family Doctor has considered adding a 
booklet about cancer to its long list of publications, but the 
B.M.A. committee in charge thinks it too hot a project. 

Where patients are mortally ill, doctors will cling rigidly to the 
old formula — usually tell the relatives, never tell the patients — 
but often feel uncertain about its rightness. The say-nothing 
approach, advocated by a physician who sees a lot of lung 
cancer, is to say things like: ‘Don’t let’s talk about cancer — it 
means different things to you and me. You’ve got a growth and 
we're going to treat it.’ If someone was going to die, said the 
physician, he wanted to die happy. ‘So what I do is to give them 
the most hopeful expression of the facts that is compatible with 
the truth. An opposing argument was summarized by a 
surgeon, writing from the Cancer Information Centre.at Oxford, 
to Medical News, who said that it was difficult to deceive 
patients, that the evidence was that most of them preferred the 
truth, and that ‘perhaps the most important argument against 
the present practice is the loss of confidence in the profession.’ 
This sounds like a typical doctor’s reason. But people want to 
believe in their doctors, and if their faith is broken, they may 
benefit less from the treatment. On the other hand, perhaps 
patients prefer to have faith in their doctor at the expense of the 
truth; they want to be deceived. Besides, argue the say-nothing 
doctors, there is always the chance of a wrong diagnosis, or that 
the disease will take a wholly unexpected turn for the better. A 
few authenticated cases of ‘spontaneous regression’ in cancer are 
known, where the growth simply disappears. Conversely, people 
can make themselves ill by thinking about their health. ‘Cardiac 
neurosis’ is a recognized anxiety state with specific symptoms, 
such as an ache in the chest and shortness of breath. A con- 
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sultant told me how he swore to a company-director patient that 
his electrocardiograph was normal, when in fact it showed evi- 
dence of a slight heart-attack. But he didn’t want the patient 
alarmed, pumping in the adrenalin and hazarding his health still 
further. Another patient of his, a journalist, had been taking 
anti-coagulant drugs for years, following a heart attack. The 
journalist knew what he was taking, and whenever he came to 
the hospital for his regular check-ups, he was trembling with 
apprehension as he waited for the result. ‘Probably,’ said the 
consultant, ‘this makes him more likely to have another heart- 
attack.’ 

No single answer is right for everyone. A woman doctor who 
has made a study of dying people talks of letting patients come 
to the truth ‘in their own right time’, and quotes figures which 
show that in the last month of life, ‘at least three-quarters were 
well aware that they were dying.’ Information about health is an 
explosive commodity; misery and resentment can be caused by 
either too much or too little. A strange instance came to light 
after the death of. Professor J. B. S. Haldane, the scientist, at the 
end of 1964. Haldane had been operated on for cancer, and, 
béing the kind of man he was, had written a poem about it, 
‘Cancer’s a funny thing’, first published in the New Statesman. 
‘I wish I had the voice of Homer,’ it began, “To sing of rectal 
carcinoma.’ Later, in an essay that was published posthumously, 
Haldane remarked that ‘I shall die within a few years — perhaps 
one year if the cancer has sent a colony of cells to another part of 
my body, perhaps twenty-five if it has not, and the rest of my 
cells behave unusually well.’ But soon after his death, his sister, 
Mrs Naomi Mitchison, wrote to the British Medical Journal to 
complain that, while she was sure that the operating surgeon 
behaved ‘absolutely correctly’, Haldane had been under the im- 
pression that he had at least another two or three years to live. 
He was the kind of person, said Mrs Mitchison, who should 
have been told. ‘Several responsible people tried to find out, but 
the pattern of medical hierarchy prevented this.’ It should have 
been someone’s positive duty to tell him, she said, adding that 
‘the time was bound to come when he felt he had been cheated 
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and treated like a child.’ One of several replies to the letter, from 
doctors who thought it was impossible to lay down rules for 
these situations, ended by saying that he would never dare to 
forecast how long a patient had to live. ‘It is quite a few years,’ 
he said, ‘since I, like many other surgeons, gave up the idea that I 
was God.’ 


In the unattractive situations where he may find himself —- 
experimented on, kept waiting, not told — the patient is always at 
a disadvantage because of his ignorance, and the loyalty of 
doctors to one another. Most of the cases between doctors and 
patients that reach the courts are concerned with ‘negligence’, 
where the doctor is accused of having failed to exercise a reason- 
able amount of skill. A surgical swab is left in the abdomen, the 
wrong blood is transfused, the wrong finger is amputated. One 
of the professional defence organizations fights the doctor’s case 
and pays the damages if he loses. But the less obvious cases are 
rarely brought, since what patient would be in a position to 
know and prove that some procedure should never have been 
carried out? The medical journals report a fine crop of iatro- 
genic or doctor-induced illness, but the patients involved are 
frequently unaware of what is happening. Various kinds of 
haemorrhage and thrombosis, sometimes fatal, sometimes dis- 
abling, caused by controversial drugs and procedures, are not 
uncommon. One of the leading opponents of the long term use 
of anti-coagulant drugs for coronary disease, writing to the 
B.M.7., said succinctly that ‘The régime thus involves human 
sacrifice for a very dubious gain’ (his italics). Others (including 
the Medical Research Council) believe differently. Since doctors 
can’t agree among themselves about the point at which treat- 
ment ends and experiment begins, the layman has no hope of 
finding out. It is assumed, in Britain, that procedures are for the 
good of the patient; the climate is far more permissive than in 
the United States, where litigation by patients is on an 
enormous scale, and a major occupational risk for doctors. 

Who looks after the patient’s interests if his own doctor fails to 
do it for him? The N.H.S. provides for complaints by the 
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patient who accuses a general practitioner of failing to meet his 
obligations under the National Health Service Acts — precise 
obligations, which avoid any discussion of skill. The patient can 
also complain to a hospital. But only the blatant cases ever come 
to anything; dog doesn’t eat dog; the situation is loaded in 
favour of the profession. The only other statutory safeguard is 
the General Medical Council, with its overall duty of protecting 
the public. The convicted drunks and drug-addicts are kept 
down, and so are the canvassers and adulterers. The public 
might well complain that there are more important things it 
would like to be protected against. 

Consumer-consciousness is beginning to make itself felt in 

medicine, as in everything else. GPs groan about ‘truculence’ 
because the working-class patient is no longer conveniently sub- 
servient. ‘Many sociological studies’, says Professor Richard 
Titmuss, ‘have shown that the less educated, working-class 
patient is more easily “disciplined” and “managed”.... In this 
setting of unequal relationships, low standards have flourished.’ 
The patient, particularly in hospital, still has a long way to go. 
Outside private practice, the system is still based on unequal 
relationships, with only one positive development, the formation 
of a Patients’ Association. This brave attempt to fight the 
‘patients’ battles began in 1963, in the wake of the thalidomide 
troubles, Dr Pappworth’s article in Twentieth Century, and 
certain personal experiences of Mrs Helen Hodgson, the 
founder and chairman. 

Mrs Hodgson, a London woman, came up against a teaching 
hospital when her husband was ill a couple of years before, and, 
like many patients before him, felt that he was being regarded as 
a case and not as a person. Eventually, soon after the Twentieth 
Century article appeared in 1962, Mrs Hodgson wrote forty-two 
letters to newspapers, suggesting an association to protect the 
interests of patients. A few were printed, she received 450 re- 
plies, and the association was formed the following January. 
Since then Mrs Hodgson has been an indefatigable writer of 
letters and originator of hand-outs, and she and her association, 
which still has a tiny membership, barely 2,000, have had some 
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propaganda successes, which are perhaps the only kind it is 
possible to have at this stage. But the climate is changing, and 
it’s a hopeful sign when the Lancet prints letters like the one 
headed ‘Words that Hurt’ (1965) — from a woman who had been 
told loudly in the ward, by a surgeon, that she had cancer, and 
that ‘you won’t need that breast. You are not going to feed any 
babies’, and whose subsequent stay in hospital was ‘a 
nightmare’, 

The association has drawn attention to the lack of machinery 
within the Health Service for complaining about hospitals — 
hospital management committees will receive complaints, but no 
formal procedure is laid down, as it is for disputes between 
patients and GPs. Drug trials and doctors’ ethics have been 
illuminated a little. Some damaging anecdotes have been aired. 
‘Perhaps consultants are overworked,’ wrote ‘Cambridge Out- 
patient’ to the Observer, ‘but I have known the two-minute 
consultant spend twenty-five minutes making rather superior 
chatter with the electrician who came to repair his thermostat.’ 
Mrs Hodgson has managed to get questions asked in Parliament, 
has been to see Ministry of Health officials, and has appeared on 
television. She has complained about everything from waiting 
lists to doctors who ‘treat patients like naughty children’, and 
although the association says it is constructive and ‘aims to’ 
improve the relationship between the medical profession and 
patients’, the general atmosphere so far is of open conflict. 

The Patients’ Association is better than nothing, but it suffers 
from lack of funds, inadequate evidence, and the fact that it 
inevitably attracts people with grievances and long unprovable 
stories. Its offices near King’s Cross Station are poky and under- 
manned; its ‘statistics’ look threadbare from close quarters. An 
analysis of complaints received in its first eighteen months, pub- 
lished in September 1964, received wide attention; there were 
525 of them, including twenty-one per cent under the heading 
‘negligence’, twelve per cent under ‘inhumanity’ and two per 
cent under ‘experiments and drugs’. But these included a great 
deal of hearsay, contained in the kind of gauntly hysterical 
letters that arrive in every newspaper office, and may or may not 
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be well founded. Considerably more than half the letters were 
from women. Many of the complaints were about the Health 
Service, the system, ‘Them’, rather than about particular inci- 
dents. Grievances poured out. “The doctors’ trades union’, wrote 
one woman, ‘is ever so much more powerful than any other 
trades union.... I was a patient in hospital for a week. On the 
day I arrived, I squashed a cockroach on the bathroom floor. ...’ 
A retired Army officer wrote to complain about ‘continuous jazz’ 
in hospital wards. ‘Wireless indiscipline is a disgrace to our 
hospitals’, he declared, adding: ‘What I want to know, before I 
join the Association, is that it will take some action with regard 
to Wireless Jazz Noise in Hospitals.’ 

Other letters went deeper. A wild, bitter letter from a woman 
whose husband had died at sixty-five complained that it was 
‘those shockingly quack remedies’ that killed him, and described 
how, while he was still alive, ‘the doctor said in a‘loud voice, 
“You will find him dead in bed tomorrow morning” — my poor 
husband of course hearing every word.’ A quieter letter from 
another woman described how her husband’s illness was not 
diagnosed till it was too late, and how she and he had waited in 
hospitals to see the great men. ‘He was utterly unpompous,’ she 
said, ‘and no doubt Dr — and Mr — thought of him as of no 
account. ... To me he was my other half, and without him my 
life seems finished.... In- twenty years of marriage, we were 
never bored. I cannot continue with the shop, it is so full of 
memories, and I just don’t know what to do. But one thing I 
will do is to try and make sure that men who are more business 
men than doctors are not allowed to have their crimes smothered 
in silence.’ 

Many doctors sneer at the association, or dismiss it as mis- 
guided. Others pay lip-service to the idea of protecting the 
consumer and modifying his relationship with the doctor. A few 
conceded that — whether or not the Patients’ Association is the 
ideal pressure-group — the profession has had a good run for its 
money, and that public surveillance is desirable and inevitable. 
Experiment and innovation are a necessary part of modern 
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medicine, but the ‘amazing’ and ‘embarrassing’ acquiescence of 
patients may not go on for ever. 


CHAPTER TEN 


SCHOOLS OF THOUGHT 


The relation between psychiatrists and other kinds of lunatic 
is more or less the relation of a convex folly to a concave one. 
— Karl Kraus 


PEOPLE are cured daily in Britain by doctors who stick gold 
needles in their skin, hypnotize them, dose them with a molecule 
or two of sulphur, give them electric shocks while unconscious, 
calm them with drugs and persuade them to talk. Almost any 
technique produces results, especially if the patient is ill in mind 
rather than body — a state of affairs that makes life difficult for 
the psychiatrists, who would like their specialty to have the 
dignity of precision. As it is, psychiatry is rife with disagree- 
ments, which are more fundamental and mutually destructive 
than in any other branch of medicine. Thus it is regarded with 
suspicion and sometimes contempt by other brands of specialist. 
The spooks may be nice guys, but-they have a long way to go. 

This feeling, not surprisingly, infects the psychiatrists, whose 
anxiety to have a college of their own (Chapter 1) is partly due to 
a desire among the less successful ones to improve their stand- 
ing. Even the successful ones can see a snub coming a mile away. 
‘A skin specialist stopped me in the street the other day,’ said a 
Harley Street psychiatrist, ‘and calmly referred to “your little 
corner of psychiatry.” ’ (It wouldn’t have been so bad if it had 
been a thoracic surgeon or a neurologist, but skin specialists 
themselves are low in the professional hierarchy.) One in ten of 
the 8,000 Health Service consultants is a psychiatrist, and the 
specialty has expanded rapidly, offering good chances of promo- 
tion to the registrar who transfers to it from a more competitive 
group. A relatively large number of consultant psychiatrists are 
under forty. Merit awards, a useful gauge to status, are thin on 
the ground; only an eighth of psychiatrists benefit, compared 
with more than half the general surgeons and physicians. 
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Psychiatrists unsettle their colleagues with sweeping criti- 
cisms of the profession. When a psychiatrist writes about ‘the 
doctor’s personal need to cure patients — to preserve un- 
threatened his own omnipotent fantasies of being a healer’, he is 
not speaking the everyday language of the orthopaedic surgeon 
or the authority on blood. Self-criticism comes more naturally to 
psychiatrists, who frequently admit that they entered the 
specialty in order to help with their own shortcomings — ‘We do 
it primarily as an answer to our own problems,’ said one. It was 
the reformers, the idealists and the inadequates who went in for 
psychological medicine. ‘You find on the whole that psychia- 
trists are more Left wing and bolshie and pro-N.H.S. You tend 
to get the O.K., public-school characters taking up general 
medicine or surgery.’ 

The conditions under which many of them work, in ancient 
prison-like mental hospitals that are due to disappear but linger 
on, hardly appeal to the cream of young doctors. An article in 
the Guardian (1965) by an anonymous psychiatrist working on 
the edge of London said that the physical conditions of British 
mental hospitals compared unfavourably with those for animals 
" on efficient farms, and added that not only the buildings but the 
quality of the psychiatric staff left much to be desired. ‘In the 
average mental hospital, one can expect a proportion, perhaps a 
quarter, of the doctors to be suffering from major psychiatric 
disorder. Another quarter will be foreign nationals who under- 
stand little of our language or culture. In the hospital where I 
work, two of the senior staff and one of the junior staff suffer 
from psychiatric illness themselves.’ 

Patients are more demanding than in other specialties, and 
some psychiatrists, especially those in private practice, develop a 
heavy blandness of manner to cope with all situations. A young 
woman who was being treated, privately and successfully, for 
migraine and anxiety, and the psychiatrist who was treating her, 
talked about her case. ‘Before,’ said the psychiatrist, ‘she was 
abnormally sensitive about her early life, and the fact that she’s 
illegitimate.’ The woman smiled grimly and said: ‘I don’t talk 
about it now.’ But she insisted that she had told the psychiatrist 
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at the first consultation. ‘You told me about it under drugs,’ he 
said evenly. 

When the psychiatrist mentioned that her father had been the 
manager of a factory at Isleworth, she said: 

“No, he wasn’t.’ 

‘In a factory.’ 

‘No, he was not.’ 

‘Well, we won’t argue about it.’ 

He padded out of the room, and the woman said: ‘I told hima 
lot of lies. I didn’t see why I should tell him the story of my 
life.’ 

The nature and conditions of the work colour the specialty 
and set it apart. It developed in Britain between the wars, 
attracting many Continental doctors, who gave psychiatry an 
undertone of accents and little beards. There are hundreds of 
‘specialists’ in psychiatry who hold no consultant appointment at 
a hospital and earn their entire living in private fees. No other 
specialty has this curious situation, which arose to meet the 
demand for psychiatrists that was not being met by the orthodox 
medical set-up. Nowadays the Health Service takes psychiatry 
seriously, but is still unable to meet the demand for treatment, 
much of which comes from the kind of people who Know that 
psychiatrists need time to be interested in them if they are to 
have any hope of succeeding. The best way to buy time in 
medicine is to go to Harley Street, and so the psychiatrists 
blossom there. There are many non-medical psychiatrists as 
well. The difficulty of knowing when someone is cured of his 
neurosis makes it easy for an unscrupulous psychiatrist to ex- 
ploit his private patients, who may be getting more treatment 
than they need, just as National Health patients may be getting 
less. 

Some of the most perfunctory Health Service treatment is to 
be found in psychiatric clinics at run-of-the-mill hospitals, 
where patients are processed at speed by harassed psychiatrists. 
‘Oh yes,’ said a surgeon at a Welsh hospital, ‘we have a psychia- 
trist here in the afternoons. He sees about eighty.’ Two hundred 
thousand new outpatients attend psychiatric clinics in a year, 
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half of them or more sent there with neurosis, which is as 
unspecific as being referred to a general physician with a pain. 
Often the treatment is perfunctory only because the condition is 
obscure, the remedy uncertain, the queue three-deep on the 
benches outside. Thorough treatment swells the waiting lists. A 
psychiatrist said that he was one of seven (four of them consul- 
tants) on the staff of his mental hospital, who did the Health 
Service work in a region of England with more than 600,000 
people. When he saw a neurotic for the first time at a clinic he 
allowed forty-five minutes, so that the patient had time to talk. 
“You may have a chap who says, “I can’t think why my GP sent 
me up — I’m fine,” and you talk for a few minutes, and you can’t 
see, either. You need to see the relations. You talk to his wife, 
and she says, “He’s terrible, he bursts into tears, he throws 
things at the cat.” The result is, the clinic’s overrun, and goes on 
till seven or eight at night.’ Treatment at this level is undertaken 
by active GPs themselves — fortunately, since if all GPs referred 
their neurotics to hospital, the system would collapse under the 
weight of patients. | 

The treatment itself, at clinics or in hospitals, is empirical — 
aimed at easing the symptoms, fishing for results in dark waters. 
The climate of mental health has changed but psychiatry is as 
deeply divided as ever about its cures. The days of the mental 
institution, with its water tower and scattered buildings in the 
middle of nowhere — built as a place to lock away the lunatics 
and stop them breeding — are ending. Though most of them still 
exist, some of them still ruled by autocratic superintendents who 
govern their kingdoms with a minimum of interference from 
outside, the approved and fashionable policy is to run them 
down. The present total of 140,000 psychiatric beds (about as 
many as there are for medical and surgical departments com- 
bined) will be halved, and in future many beds will be at ordi- 
nary hospitals — this is the Ministry of Health’s intention. The 
idea is that better methods of treating mental disorder — 
especially schizophrenia — and a more enlightened approach to 
the patients, combined with better ‘community care’ when they 
leave hospital, will drastically reduce the need for beds. The 
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calculations have been challenged and the forecast attacked for 
its optimism, but changes are taking place. Inmates of the better 
mental hospitals are increasingly likely to be there for a short 
stay; they are given, say, drugs and electric-shock treatment; 
they are not abandoned and left to become chronic patients. 

‘Drugs’, said a psychiatrist, ‘have transformed a place like this. 
We can control outbursts of disturbed behaviour, the tendency 
to self-destruction, the destruction of property. It used to be 
done by padded cells. Now it’s done by intra-muscular injec- 
tions of chlorpromazine.’ But the patients are not cured: the 
schizophrenic has his intensive course of treatment and goes 
home, and may then return for further stays in hospital. 

A psychiatrist who is against the wholesale use of drugs de- 
scribed the case of a middle-aged woman who (he claimed) he 
had treated successfully, after a famous hospital had failed. The 
woman, a receptionist, was referred to the hospital by her GP 
with neurotic symptoms — worry and sleeplessness. She was 
asked many questions, her case was described to students, and 
eventually she was handed over to a registrar who prescribed 
tranquillizers and told her to come back in three weeks. When 
she did, she was given more tablets. ‘By this time,’ said the 
psychiatrist, ‘she was very very angry.’ He saw her, let her talk, 
and thought her condition had something to do with the change 
of life and the fact that she might be tired of her husband. A 
week later he saw her again, and this time, he said, she told him 
that a few months before, she had had the first love-affair in her 
life, with a German who had been in London for a week, staying 
at the hotel where she worked. She went to bed with him three 
or four times. ‘Immediately she told me,’ said the psychiatrist, 
‘she looked twenty years younger, because she had in effect 
confided in me.’ Stories like this, told to illustrate how much 
better someone’s treatment is than his colleagues’, are commoner 
among psychiatrists than any other kind of doctor. 

The drug arguments will go on for years, as manufacturers 
continue to produce a succession of profitable products, and 
psychiatrists look hopefully for effective combinations. The 
tranquillizer age began in 1953, when reserpine — based on a root 
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that had been used in India for centuries as a remedy for snake 
bites and insanity — and chlorpromazine, developed in France, 
were marketed. There are now dozens of tranquillizing and 
anti-depressant drugs, some of them with unwanted and un- 
pleasant side-effects, many of them marketed with shouts of 
delight, which are followed by a brisk rise-and-fall career, like a 
new brand of cigarette or detergent. A Lancet report (1964) of a 
two-day meeting of 150 doctors in London to discuss the ‘scien- 
tific basis of drug treatment’ set the scene rather well. ‘Indi- 
vidual psychiatrists’ opinions of particular drugs ranged from 
enthusiasm to nihilism,’ said the report. On tranquillizers and 
their use in schizophrenia, ‘it was generally agreed that none of 
the drugs used in psychiatry had any fundamental effect on the 
disease process itself; all acted by suppressing symptoms.’ On 
anti-anxiety drugs, there was ‘an unexpected measure of agree- 
ment between clinicians that, although anxiety was a component 
of almost every sort of mental illness, it was responsive more to 
the environment than to chemical agents. For this reason, drugs 
were of less value than clinical skill.” The correspondent re- 
marked how the ‘proliferation of psycho-active drugs has testi- 
fied to the commercial exploitation of ignorance’, and ended by 
quoting a professor at Aberdeen who said the psychiatrist’s 
dilemma was like that of the sorcerer’s apprentice — both 
were in danger of being deluged by the results of their own 
magic. 

Psychiatrists accept that there has been a transformation, but 
disagree about what has caused it. How much has the general 
atmosphere of enlightenment helped? “There have been three 
great advances in mental hospitals in my time,’ said a psychia- 
trist at one outside London. ‘The electric razor, so that they can 
shave themselves. Television. And second-hand clothes shops in 
the hospital where they can come and buy things.’ To him, the 
environment was everything; he thought drugs only gave 
doctors confidence. Others have a burning faith in physical 
therapies. Dr William Sargant in his book Battle for the Mind 
says that drugs and electric-shock treatment (whose effects he 
compares with those of political brain-washing) can bring about 
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a ‘temporary emotional collapse’, an ‘emotional explosion’ that 
clears the way for new patterns of thought. Sargant, the Head of 
the Department of Psychological Medicine at St Thomas’s Hos- 
pital, has claimed dramatic results from treating schizophrenics 
with tranquillizing drugs. 

Among the sceptics are those who think schizophrenia is a 
social disease — the outcome of a family situation, ‘a special 
Strategy that a person invents in order to live in an unlivable 
Situation.” Just as the enthusiasts for physical treatment in 
mental illness (drugs, shocks, leucotomy) come in various shades 
of conviction, so the non-physical school covers a wide range of 
technique. Psycho-analysis forms the main category. In the 
classic type of Freudian analysis the patient lies on a couch and 
is encouraged to talk to the analyst and confide in him, even- 
tually reliving buried experiences and, in theory, dissolving the 
anxieties. There are many techniques, all of them time-consum- 
ing, and ‘group analysis’, which applies the basic principles to 
more than one person at a time, has been developed as a second- 
best. All these talking techniques can be lumped together as 
psychotherapy, though this is a dangerously imprecise word, 
used to include all manner of treatment, from full-scale analysis 
to fatherly advice. Physical and non-physical treatments are not 
mutually exclusive, and every conceivable combination of 
therapies is practised by somebody, somewhere. To confuse the 
Situation further, there are the behaviourists, who believe that 
physical experience conditions behaviour — like Pavlov’s dogs, in 
that hackneyed example, who drooled when the dinner-bell rang 
— and who find the analysts sadly woolly. Behaviourists, with 
Professor Eysenck at their head, have been returning to favour 
after a period in the wilderness, and are a particular thorn in 
the psycho-analyst’s flesh, since their ideas about the roots of 
mental illness are so fundamentally different. 

Psychiatrists are for ever at cross-purposes, full of reasons 
why they are right and the other chap is wrong, and the result is 
to make their specialty look unreal to the outsider. It becomes a 
private battlefield. This came over strongly at a medical meeting 
that I attended in London, one of those dignified evenings of 
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dinner followed by lecture, in a room flavoured with old books 
along the wall — titles like Urinary Gravel and Lying-in Women. 
On one hand was a behaviourist, a psychologist, who presented a 
long and meticulous case-history; on the other was a doctor well 
known as a psycho-analyst, who challenged him later in the 
meeting. The paper concerned a woman patient in hospital 
whose investigation for obsessions and anxieties had included 
asking her to choose between printed statements that described 
how she felt — for instance, ‘On the whole I have some energy’, ‘I 
have a little energy’ and ‘I have not got any energy.’ This was 
done twice daily, so that the psychologist could plot ‘a sort of 
hedonistic temperature’. There was much elaborate detail of this 
sort. 

The treatment consisted of psychotherapy, explained here as a 
‘general rational approach’, and ‘desensitization’, which meant 
encouraging her to undergo the activities she feared, and so 
overcome her aversion. One of the things she was averse to, as 
shown on a list passed round by the psychologist, was ‘Being 
kissed’, and a second list showed that ‘Kissing’ — along with such 
phobias as ‘Going into a cinema’ and ‘Being left alone in a 
restaurant’ — had been treated by desensitization. When the 
lecture was over and it was time for questions, the chairman 
beamed at us all and asked the psychiatrist what this desensitiza- 
tion to kissing involved — the number of treatments wasn’t re- 
corded, but the course had lasted forty-two days. The psycholo- 
gist explained that ‘she remembered she had fallen in love with 
one of the male patients. ... We took advantage of this to get the 
cooperation of the other patient to overcome her aversion to 
being kissed.’ 

The analyst, who had been sitting with an inscrutable expres- 
sion, said mildly: ‘May I ask if it is part of the pharmacopoeia of 
the hospital to encourage male patients to kiss female patients?’ 

‘She was doing it anyway,’ said the psychologist. “We couldn’t 
stop her.’ 

More questions were asked about desensitization, and when 
the psychologist had explained how it worked in the case of the 
girl’s phobia about cinemas (‘We saw some awful films,’ he said), 
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the analyst interjected: ‘Excuse me. I’m desensitized against this 
kind of approach.’ 

‘I’m desensitized against people not being surprised by results 
after they’ve seen them,’ answered the psychologist smartly. 

What surprised the analyst was the fact that the woman fell in 
love, ‘a momentous achievement’, yet this wasn’t mentioned till 
after the paper had been given, and then only by chance. ‘For 
you and for your whole measurement,’ he said, ‘this is something 
irrelevant and secondary that is not even embodied in your 
paper.’ 

‘I don’t really know how to answer you,’ said the psychologist. 
‘We move in different cultures.’ 

The things that mattered to the analyst — the relationship 
between the girl and her therapist, her affair with the fellow- 
patient — were not significant to the psychologist. ‘This kind of 
thing,’ he said of the love-affair, ‘has nothing to do with science.’ 

It was a hilarious evening, except that nobody laughed. 

Amid the disagreements that befog psychiatry, a mainstream 
attitude can be discerned at the Institute of Psychiatry at Den- 
mark Hill, in south-east London, one of the postgraduate insti- 
tutes of London University, and the largest after the Post- 
graduate Medical School at Hammersmith. It was grafted on to 
an existing mental hospital, the Maudsley, and now forms an 
incomparable centre in Britain for teaching, practising and de- 
veloping psychiatry. Professor Eysenck’s Department of Psy- 
chology is one of many partisan elements in the place, which 
includes representatives of all the main schools of thought, in- 
cluding psycho-analysis. But although ‘eclectic’ is the word that 
flatters them most, the Maudsley leans towards physical treat- 
ment and the ‘general’ sort of psychotherapy. It has no private 
patients and no full-scale analysis; this reflects the ‘situation 
throughout the Health Service, where psycho-analysis is too 
expensive or troublesome or unorthodox, or a combination of 
them all, to be provided free. 

The Maudsley is a rigorous place for the young doctors who 
go there to take a three-year course, leading to the Diploma in 
Psychological Medicine granted by the University of London. It 
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has no time for the view, found among the psychiatrists who are 
now organizing their own college and planning to award their 
own diplomas, that the specialty should withdraw where it can 
from general medicine. In the Maudsley’s view, a psychiatrist 
must be a physician as well, holding the Membership of the 
Royal College of Physicians; mention of the College of Psychia- 
trists’ venture is likely to produce head-shaking and jibes at 
second-rate men who see it as a place where they can assert 
themselves. ‘It’s fatally easy to be sloppy as a psychiatrist,’ said a 
Maudsley consultant. ‘It’s notorious as a subject where you can 
lounge away your life if you want to.’ He thought a sensitive 
chap would find the intellectual rigours of the place disagree- 
able. There’s a thin contemptuous edge on the references to 
sensitive chaps who have gone in for psycho-analysis and now 
cluster elsewhere, blinded, in the Maudsley view, by the lack of 
self-criticism — ‘You want someone to say, “What’s all this about 
the Oedipus complex?” and start a good argument.’ 

The base-camps for psycho-analysts are the Tavistock Clinic, 
near Harley Street when I visited it but since transferred to 
Hampstead, and the London Clinic of Psycho-Analysis, also in 
the Harley Street area. The Tavistock is run as part of the 
National Health Service, and its curiously indeterminate air 
reflects the half-hearted official British attitude to psycho- 
analysis. Founded in 1920 and financed by gifts, guarantees and 
modest fees, it failed to inspire similar clinics and was still the 
only one of its kind when the Health Service took it over in 1948. 
When I saw it there were bare staircases and pictures of Freud; 
couches had grubby head-marks on the wall beside them. A 
dozen consultants, working part-time, and a few full-time regis- 
trars do most of the work, which is really a poor man’s psycho- 
analysis, since this is all that the clinic can cope with. Half a 
dozen cases of full-scale analysis, of the kind that may mean five 
appointments a week for years, are always going on, in order to 
teach the registrars. Otherwise group analysis and similarly 
watered-down forms of psychotherapy are offered, as the only 
practical way to cope with the demand. They say the waiting list 
used to be heartbreaking, so they no longer have an official one. 
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It would like to be recognized as a postgraduate institute and so 
get under the wing of London University, but this is only a 
dream, since it would imply official enthusiasm for a technique 
that is as unpopular in London as it is fashionable in New York. 
As it is, the Health Service and the medical establishment can 
make a gesture towards psycho-analysis without committing 
themselves. 

One promising Tavistock development has been the group 
seminars for GPs, mentioned in Chapter 6; and a sister body, the 
Tavistock Institute of Human Relations, does important work in 
social psychology, much of it commissioned by industry. But as 
for its patients and its psychotherapy, the Tavistock knows that 
the mainstream is elsewhere, and looks coldly and enviously at 
the well-heeled Maudsley across the river. ‘Electro-convulsive 
therapy is the thing at the Maudsley,” said a Tavistock man. 
‘Psychotherapy is the condiment. They make a big attempt to 
quantify everything. Here, we’re more pessimistic. Their 
criticism of our way is that it’s all so subjective that it’s unten- 
able. We tend to say that they reduce things to such meaningless 
concepts that it doesn’t matter a hoot whether they’re right or 
not.” He added charitably: ‘These are the sort of family 
squabbles that go on.’ 

At the London Clinic of Psycho-Analysis, the Health Service 
plays little part, and the situation is more straightforward. It is 
run, chiefly to train students, by the Institute of Psycho- 
Analysis, which has its offices in the same building. The insti- 
tute, in turn, has identical membership with the British Psycho- 
Analytical Society, the father-body of the movement. There are 
about 300 members, most of them living in Britain, and these 
include nearly all the country’s psycho-analysts. There are a 
couple of Freuds, and many Jewish and foreign-sounding 
names. Most of the analysis is done by students working under 
supervision; as at the Tavistock, demand far exceeds supply and 
the place has had a bad name in the past for its long waiting- 
lists. Twenty or thirty patients a year are accepted by the clinic, 
hand-picked as people who are likely to benefit from the grind- 
ing self-discipline of analysis. The Health Service contributes a 
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few thousand pounds a year in return for services to patients, 
who are expected to pay something for each session — both to 
keep the clinic solvent and because analysts believe that the 
patient needs to feel he’s paying something, even if it is only a 
token shilling a session. Here, again, the Ministry of Health is 
making a gesture to analysis — a dishonest one according to many 
analysts, who are irritated by the token support. “The N.HLS. 
can’t admit that it doesn’t cater for everything,’ said one of 
them. 

A note of despair creeps in, as it does at the Tavistock. One 
annual report talked about an inquiry by the public relations 
committee into psycho-analysis under the Health Service, to 
which ninety per cent of members responded. “The President’, 
said the report, ‘then wrote a letter to the Editor of The Times, 
showing the present position. The letter was not published and 
has since been sent to the Daily Telegraph, but not published.’* 
Outside the clinic, the analysts have private practices of their 
own, and no shortage of patients who are able to pay a minimum 
of three guineas a session, five days a week for as long as they 
need it. Asked how long treatment may last, analysts talk about 
the unpredictability of the mind. A woman analyst said her 
longest case took thirteen years. 

Although they may sound despairing over public recognition, 
analysts can be just as confident and scathing as their opponents. 
To the analysts, it is the physical psychiatrists who are the 
unreal and woolly ones. “You have to work in psychiatric depart- 
ments of hospitals, as I have,’ said an analyst, ‘to realize how 
much guesswork there is.’ He added that psychiatrists became 
violently jealous of analysts, ‘whose skills are so greatly superior. 
With the psychiatrist, it comes down to questioning the patient. 
The analyst gets the patient to express what he wants to express 
~ what can never be elicited by questioning.’ 


* The inquiry showed that half the members did some of their work 
within the Health Service. But most of this would have been general 
psychotherapy, as at the Tavistock. Fewer than twenty patients were 
getting full analytic treatment provided free by the N.H.S. 
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Life would be easier for everyone who practises medicine, not 
to mention the patients, if only there were not so many 
apparently contradictory ways of producing results. Injections 
of lysergic acid, also known as LSD-25 — the drug which has had 
a dangerous vogue among American students — have been used by 
a few psychiatrists for what amounts to a chemical psycho- 
analysis, in which the drug induces hallucinations that are said 
to take the patient back to infancy and even to life in the womb, 
conveniently shortening the long-drawn-out process of conven- 
tional analysis. ‘I have experienced my own birth,’ said a psy- 
chiatrist who has tried it on himself. ‘I went through the whole 
thing - chiefly the fears and anxieties of my own mother. I 
experienced her fears in the latter months of pregnancy and at 
the confinement. Your hands feel small. You cry like a baby 
sometimes. The whole thing is fantastic.’ 

Among other things, this psychiatrist claims to cure migraine, 
and I talked to some of his patients, who said that he had, 
indeed, cured them. You listen to the stories, and after half an 
hour you get carried away with the patients’ enthusiasm: ‘My 
GP gave me tablets for the headaches ... thought it was sinus... 
nasal sprays ... went to hospital... X-rays ... and then I came 
here.’ Eventually come the qualifications: patients need to be 
intelligent, LSD-25 carries a risk of suicide (the psychiatrist 
touches wood quickly). It may be an answer; it’s not the answer. 

Hypnotists claim remarkable cures. Acupuncture, the 
needles-in-the-skin system of the Chinese, has its followers, 
some of them doctors of medicine, and migraine, rheumatism 
and insomnia are said to respond. A doctor writing in G.P. (1964) 
on ‘Fringe Medicine and the Family Doctor’ said that ‘over the 
past five years I have referred between twenty and thirty 
patients for acupuncture, of which two thirds have done well.’ 
Osteopaths, medical and non-medical, are now quite respectable 
in Britain, and although officially the profession continues to 
ignore osteopathy, many doctors either practise some form of 
manipulation themselves, or send patients to others who do. 
Like acupuncture, it is a physical treatment that seems to have 
its roots in a state of mind. Orthodox medicine can be bloody- 
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minded about any form of treatment that it doesn’t understand, 
and often deserves the strictures rained down by Brian Inglis in 
his book Fringe Medicine and elsewhere. But you can see why 
conventional doctors shrink from people who claim to have 
panaceas hidden in a herb or a silver needle or a way of handling 
joints. ‘Osteopaths and people like that’, said a psychiatrist, 
‘often have a whole system that covers everything. You start off 
with a man who manipulates your back and you end up with a 
way of life. The farther they are from ordinary medicine, the 
more they go in for religion. The same is true of analysts — they 
tend to think it’s an answer for everything.’ This is exactly what 
commends these treatments to people who are fed up with con- 
ventional doctors, and what raises the suspicions of the estab- 
lishment. 

Homoeopaths (who are often osteopaths as well) are another 
widely suspected branch of the profession, using what they 
claim are precise physical treatments, but having the air of 
magicians to those who don’t sympathize. There are fewer than 
200 full-scale practitioners in the Faculty of Homeopathy, which 
has its headquarters at the Royal London Homeopathic Hospital 
in Great Ormond Street. They are respectable in Britain if only 
because the Royal Family has used them for most of the century. 
An elderly homoeopath, Sir John Weir (whose qualifications are 
a modest M.B. and Ch.B.(Glas.), followed by F.F.Hom., Fellow 
of the Faculty of Homeopathy), still heads the list of physicians 
to the Queen, and is said to administer his own remedies for 
royal ailments, side by side with the more orthodox drugs pre- 
scribed by Sir Ronald Bodley Scott and the rest. The basis of 
homoeopathy is the principle that ‘like cures like’, using infini- 
tesimal doses of old-fashioned drugs that, in larger doses, would 
cause symptoms similar to those the patient complains of. Their 
remedies, supplied by special homoeopathic chemists, read like 
something from an Elizabethan chronicle, Sulphur and Mercury 
and Ranunculus Bulbosus (a buttercup) and Belladonna and 
Hyoscyamus niger (the hairy henbane). The idea is to help 
nature’s efforts, not fight them: one of the homoeopaths’ favour- 
ite analogies is that they are subtle and practise judo, while 
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conventional medicine is crude, like boxing. Their founder was 
Samuel Hahnemann, an eighteenth-century doctor from Saxony 
whom they are apt to describe as a ‘sadly maligned genius’, and 
though they have always been outsiders in British medicine, 
their situation still rankles. 

A homoeopath said that his previous patient had been telling 
him about a visit to a surgeon’s house, where homoeopathy was 
mentioned. The surgeon, reported the patient, went red in the 
face and shouted: ‘Don’t mention that word in my house.’ The 
homoeopath shook his head. ‘What their dirty consciences have 
on them, I don’t know,’ he said. 

The better ones among them take an attractively rounded 
view of patients and medicine; they watch you as you enter the 
consulting-room, trying to sum you up -— a ‘calcium type’ or a 
‘lycopodium type’. It’s an odd mixture of faith and detail, with 
each remedy adjusted to the patient. Great importance is 
attached to the remedy’s exact strength, or lack of it. One por- 
tion of belladonna, say, is put in ninety-nine parts of water or 
alcohol and shaken. One part of the resulting mixture is put in 
another ninety-nine parts of water and shaken again — the shak- 
ing, they say, is terribly important. By the tenth or eleventh 
‘potency’ (and they can go higher than that) none of the original 
belladonna or whatever it is can be detected, but the effect is 
supposed to be undiminished. 

Homoeopaths are speculative doctors, not highly qualified as a 
rule, taking in rebels and heretics, shading off at the edge into a 
lunatic fringe but maintaining enough poise at the centre to go 
on being taken seriously. The British Homeopathic Fournal is a 
sober-looking quarterly, with case-histories which claim cures 
for every conceivable condition. ‘It’s very difficult to say which 
sort of diseases are being treated,” said a leading homoeopath. ‘I 
sometimes think one should say, which sort of people. I think 
that thirty or forty per cent of our cures come about as a result of 
the relationship between the doctor and the patient — it’s nothing 
to do with the treatment.’ 

With an admission like this, one is deep in the no-man’s-land 
of medicine, where ‘healing’ is something that may depend not 
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on drugs and knives. but on faith, on auto-suggestion, on unsus- 
pected energies. Everything works with somebody. A physician 
who presented, in a television programme, a patient whose 
bronchitis had been substantially helped by an antibiotic, didn’t 
discover till some time later that the patient had been a ‘control’ 
— unknown to the patient he had not received the drug at all, 
only a placebo, an inert pill that could have had no possible 
organic effect. The consultant told me the story wryly, without 
comment. Few doctors deny there are complex and little- 
understood ways in which mind and body interact, though only 
a minority try to construct systems from the mysteries. The rest, 
including most psychiatrists, press on hopefully, blundering as 
best they can towards the truth. 


CHAPTER ELEVEN 


PRIVATE ENTERPRISE, 
PUBLIC RESPONSIBILITY 


No man is an island unto himself: and so the social needs and 

health of the individual cannot be isolated from those of the 

society in which he lives. 

-Dr R. F. L. Logan in The Practitioner, 
1963 

AMID the portentous arguments about the shape and direction 
of British medicine, two points of view stand out inside the 
profession. One, the majority view, is that doctors are special 
people, less venal and more idealistic than the run of mankind. 
They must be allowed to manage their own affairs, since what 
outsiders can understand the mysteries? All they want is money 
and freedom, and they will make the Health Service the finest in 
the world. General practitioners will give continuing care from 
cradle to grave, consultants will do marvellous things in palaces 
of medicine. This view became increasingly popular among GPs 
as they lobbied for more money and new terms of service in 1964 
and 1965; it was reflected in the anger of consultants, who, no 
doubt stimulated by their GP colleagues and the feeling that the 
Health Service was in the melting pot, protested in public at the 
third-rate operating theatres they frequently have to work in. It 
is a view that can sound radical and forward-looking, especially 
when advocated by rumbustious surgeons and cool, amusing 
physicians, but essentially it hankers for the past. Like British 
Railways before Beeching, which talked grandly of moderniza- 
tion but left the foundations intact, British medicine has nostal- 
gia in the blood. 

The other view belongs to a minority of doctors who want to 
reorganize medicine, not simply pump more resources into the 
same old institutions — though they recognize that the resources 
must be provided as well. A heterogeneous group, it includes the 
‘scientific’ doctors — the whole-time men who have a vested 
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interest in changing a system that favours the old guard, and 
want to see hospitals reorganized and Harley Street liquidated, 
or at least denied its present hold on medical affairs. It includes a 
hard core of radicals who question the traditional freedom of 
doctors to practise medicine as they please, and who want to 
examine the quality of medical care. It includes doctors who 
want to reorganize general practice by equipping and directing it 
for the preventive medicine of the future, rather than encourag- 
ing GPs to re-create the mythical golden age of family doctoring 
that haunts them. It includes a handful of professors, clinicians 
and administrators, some of them in powerful positions at uni- 
versities, hospital boards and the Ministry of Health, who want 
to see medicine documented, coordinated and centralized: who 
want to see it managed. 

The old assumptions of medicine were conservative and even 
reactionary. At their heart was a conviction that once a man 
became a doctor, his decisions were not to be questioned except 
by other doctors, who between them would do all that was 
Necessary to run medicine for the benefit of the public. The 
National Health Service tentatively challenged this assumption 
in 1948, which is why so many doctors have found it objection- 
able, and the whole movement of medicine in Britain is now 
towards a system which involves doctors more closely in the 
lives their patients lead. GPs are likely to be seen more and more 
as doctors who are also social workers. This is the area of social 
medicine, a phrase which includes but goes beyond the old 
preventive medicine. Its main thesis is making slow headway, 
encouraged at last by the Ministry of Health’s plans for family 
doctors; it has already been in circulation for a depressing 
number of years, trailed to and fro in medical journals with the 
stubborn persistence of a good cause that doesn’t mind how 
many people it bores as long as it finally wears them down. It 
argues that the emphasis in medicine has moved from acute to 
chronic illness, and that doctors, especially GPs, must act 
accordingly. Instead of dying of pneumonia at fifty, a patient 
lives to be seventy, but suffers from bronchitis that gets worse as 
he grows older. This gives his GP a continuing responsibility, 
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not only to treat the bronchitis but to help postpone disability 
and see that the old man and his family adjust themselves as best 
they can to the progress of the disease. GPs are liable to explode 
and say that they have always done this. But overall, the amount 
of work with chronic illness is steadily increasing, and calls for 
social skills that doctors may have been born with, but are 
unlikely to have been taught at medical school. 

The other prong of social medicine is the preventive part, 
adapted to the chronic illnesses that can be cured or at least 
alleviated if they are treated soon enough. Enormous numbers of 
people, especially the middle-aged and elderly, are now assumed 
to have, without knowing it, some chronic condition that is likely 
to get worse. A 1963 estimate suggests that the ‘untreated sick’ 
include 300,000 with diabetes, 2,500,000 with high blood pres- 
sure, 280,000 with glaucoma (an eye disease that may lead to 
blindness), 120,000 with epilepsy, 600,000 with bronchitis, and 
400,000 women with urinary infections; in nearly all these cases, 
there are more suspects in the population than people who are 
known to be suffering from the condition. The same is true of 
arthritis and psychiatric disorders. Anaemia is said to affect one 
in every nine persons — of whom only a further one-in-nine is 
being treated as a patient. Teris of thousands of cancers, 
especially of the breast and cervix, are detectable but as yet 
undetected at any one time. 

The prospect of finding and treating all this hidden disease is 
so intimidating and so obviously beyond the capacity of medi- 
cine as organized at present that it is possible to applaud the 
theory without doing anything about it. Further facts and 
hypotheses to complicate the picture and numb the ordinary 
doctor have begun to emerge from large-scale studies of the 
population by epidemiologists. Social conditions and illness 
seem to be related in unsuspected ways, and there is evidence 
that (as the layman might imagine, but as medicine is taking a 
long time formally to recognize) the more unsatisfactory a per- 
son’s life, the more likely he is to be ill with one complaint after 
another. Again, ‘illness’ seems to mean different things in 
different parts of the country. Within the Newcastle region, 
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cancer of the breast in women and piles in men receive hospital 
treatment at twice the rate in the conurbations as in the rural 
areas, though facilities are similar in both cases. For every 
woman aged between fifteen and forty-four who has varicose 
veins treated in hospital in Wales, more than two have them so 
treated in the Wessex region of southern England. “What 
happens to the people who aren’t treated?’ has become one of 
the stock questions of social medicine. It implies a new sort of 
responsibility for health. ‘This is not exactly what many of us 
had in mind when we started our training,’ wrote John Butter- 
field, the Professor of Medicine at Guy’s Hospital, “but such 
nearly total responsibility for the large numbers of minor ill- 
messes — the stresses of affluence, obesity, varicose veins, 
haemorrhoids — is not so far from the ideals to which the pro- 
fession has always aspired.’ 

The practical work so far has been piecemeal, mainly financed 
by the Nuffield Provincial Hospitals Trust, universities, drug 
companies and the Medical Research Council. One well- 
publicized project, the Bedford diabetes survey (managed by 
Professor Butterfield, who is an authority on diabetes with a 
useful sub-reputation as a money-raiser), illustrates some of the 
problems of screening large sections of the population. Dr C. L. 
Sharp, the Medical Officer of Health for Bedford, decided some 
years ago that he would like to screen the town for diabetes. He 
found the Ministry of Health’s support consisted of encouraging 
remarks, and, having been trained at Guy’s, wrote to Butterfield, 
who was able to organize money and resources. 

The British Diabetic Association gave help in kind (and now 
gives it in cash), and the Ames division of Miles Laboratories, 
which makes the urine-testing materials that were to be used, 
was harnessed in the good cause. The ubiquitous Patrick Dolan 
Associates made an appearance as public-relations advisers to 
Ames and the association, and the project went ahead without 
the usual professional tip-toeing, which is probably one reason 
why it succeeded. Another was that a Bedford carpenter died 
intestate, conveniently leaving £3,000 with vague instructions 
that it be used for medical research. He was produced like a 
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rabbit from a hat by a local solicitor (later, to the delight of the 
P.R. men, it emerged that the carpenter’s wife had been a 
diabetic), and in 1962 the experiment was launched one Sunday 
morning, when the researchers tried to collect a sample of urine 
from the entire adult population of the town. Helpers, mainly 
school-boys, collected 25,701 samples, which meant that seventy 
per cent of those on the electoral roll cooperated. People being 
what they are, another ten or fifteen per cent opened the enve- 
lope that was supplied, took out the container, then replaced it, 
unused, and left it as requested outside the front door; the 
organizing doctors conclude hopefully that this suggests a useful 
pressure of public opinion, making people feel they had to do 
something, even if they couldn’t bring themselves to cooperate. 
One comedian put sherry in his bottle. ‘Some of them thought it 
was an appeal and put money in the thing’, said a doctor. 

Those with sugar in the specimen were asked to return and 
have their blood-sugar tested. At the same time, the procedure 
was reversed for a random sample of 600, who had their blood- 
sugar tested first. A high level of sugar in the blood (brought 
about by some defect in the activity of a hormone, insulin) is 
what causes diabetes. Only about one-third of people with sugar 
in the urine are diabetics; but until Bedford, it wasn’t fully 
realized that the urine might be normal and the blood-sugar 
high. This fact, and others emerging from Bedford and other 
studies, are helping to remake everyone’s view of diabetes, 
which is now increasingly thought of as a condition with very 
blurred edges. As well as one group that is definitely diabetic 
and another that definitely isn’t (though doctors can’t be sure till 
they test the blood), there is a large twilight category, ranging 
from those who are almost normal to those who are almost 
abnormal. Sixty years ago it was thought that one in a thousand 
had diabetes; now, according to Butterfield and others, one in 
ten may be technically diabetic; this represents an increase in 
the incidence of the disease, as people get fatter and lazier and 
live longer, as well as an improvement in the means of identify- 
ing it, and it suggests that there may be the ridiculous figure of 
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5,000,000 people in Britain with a defect that puts them in the 
diabetic category. 

“You may well ask why one needs to detect them — why do the 
cases not present themselves to their doctors’, Butterfield was 
quoted as saying by G.P. (1964). “They do not because the symp- 
toms of diabetes in the elderly case may not be very acute or 
dramatic — they feel run down, listless, tired, and often go to 
their doctor complaining of the vascular complications of the 
disease, which the good doctor will quickly detect as diabetic in 
origin. ... Our findings brought us face to face with the fact that 
there are some surprisingly sick people at large in the population 
who are not picked up by our current health methods, .. . It is 
probably wise to expect that ten per cent of the population in 
affluent Western societies may need advice about diabetes. 
There will be concern about the magnitude of the problem. But 
when one realizes how those in authority quickly planned the 
problem of mass care in connexion with civil defence, I, for one, 
refuse to be overawed by size.’ You can see what a doctor at the 
Ministry of Health means when he talks about the Bedford 
survey ‘uncovering a lot of diabetes and a hell of a headache as 
well’. 

The situation is full of imponderables. The exact effects of 
early detection and treatment are not known — with diabetes as 
with most of the chronic ‘preventive medicine’ conditions, some 
enthusiasts skate over the fact that early diagnosis doesn’t always 
work. Governments need persuading to pay the bills for screen- 
ing and treating, as they were once persuaded to pay for drains 
and school milk. GPs will have to accept a situation that makes a 
cold comment on their former lack of means, not to mention 
their former inefficiency. Their prickliness has to be overcome. 
Butterfield is said to have sent hand-written letters to every GP 
in Bedford, seeking their cooperation before the survey began, 
but few of them even bothered to reply, or have shown much 
interest since. After talking to patients who are being followed 
up at a weekly clinic in Bedford by a small team from Guy’s, it 
seemed that some of the Bedford GPs go out of their way to play 
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down the scheme, if only by using phrases like ‘Oh, I could have 
told you that myself.’ 

The effect on the patients’ peace of mind is another impon- 
derable. The danger exists that any large-scale preventive medi- 
cine will stir up hypochondria. An article in Medical News 
(1964) talked about the need for a ‘healthy unawareness’ among 
patients, especially in the case of blood pressure (which is one of 
the conditions that is undetected on a large scale). “The exag- 
gerated and sometimes unnecessary alarm and anxiety of the 
patient, who inadvertently learns that his blood pressure is 
raised, too often leads to grave deterioration,’ said the article. 
‘Careless talk among patients and clinic staff has much to answer 
for.’ 

Even at Bedford, where they go out of their way to consider 
the patients who attend the follow-up clinic, and there is un- 
likely to be any careless talk, a doctor admitted that ‘anxiety is 
one of the tools we use to keep them coming.... It has to be 
used in the most discreet and careful way, but it is being used.’ 
The clinic has been concentrating on borderline cases, in an 
attempt to see what effect, if any, early treatment has on their 
condition. The atmosphere is cheerful, courteous and oddly 
unmedical: the doctors deliberately wear pullovers and avoid 
professional mannerisms; the patients are passed from one test 
to another without delay. 

‘Do you remember me?’ says a man. ‘All the time, Mr F, all the 
time,’ says a doctor. ‘I haven’t quite got to the point of dreaming 
about you, but I nearly have.’ 

Each one ended up with a doctor who answered questions and 
gave general reassurance — phrases like ‘You’re getting along 
nicely’ and ‘I don’t think there’s anything for you to worry 
about.’ Most of them betrayed anxiety. ‘Am I ill?’ they asked, 
and ‘How much longer must I come?’ A woman said she was 
tired of attending: could she stop soon? ‘Another two or three 
years?’ said the doctor soothingly. To the next woman he said: 
‘Is there anything you want to know?’ ‘Only what is my condi- 
tion,’ she said. 

A young man wanted to know what the results would be if his 
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urine was tested again; the doctor explained that it was sugar-in- 
the-blood, not sugar-in-the-urine, that really mattered; the man 
didn’t follow, and went away apparently in the same state of 
mild anxiety as before. You had the feeling that they were 
paying a price, even though it was a small one, for the benefits of 
intensive surveillance. 

Other ventures in preventive medicine have been pushed 
ahead in places like Salford and Rotherham, with a variety of 
tests offered in clinics; but far from all medical officers of health 
(who are the ones in a position to do something about it) have 
even tried to get support for such schemes from the local 
authorities that employ them. Some M.O.H.s are afraid of seeing 
their modest, rather antiquated empires overrun; public-health, 
old-style, as efficient as ever at containing epidemics and uphold- 
ing sanitation, looks inadequate to the social-medicine man. 

Health centres are, or might be, another element in preventive 
medicine, making it theoretically easier for GPs to cooperate, 
and in some cases providing laboratory, X-ray and other facili- 
ties on the spot. General practice under the Health Service was 
originally meant to be based on centres run by local authorities, 
housing GPs, dentists, chemists and clinics. Fewer than twenty 
were built in the first two decades of the Health Service, and 
only in the last year or two has the Government begun to pursue 
the policy with any enthusiasm, rapidly increasing the number of 
centres. In the past, centres were bedevilled, by everything from 
the high rents it was necessary to charge at the bigger ones, to 
the pathological fears of GPs that this was the first step towards a 
salaried service, or that they were putting themselves in the 
power of M.O.H.s. The John Scott Health Centre (formerly 
known as Woodberry Down), in North London, a super-Odeon 
among health centres, was empty for eighteen months, and 
might have fared even worse if local doctors had not been afraid 
that the Ministry of Health would try to bring in doctors from 
outside. Elsewhere, GPs have been prevented from using X-ray 
plant belonging to the regional hospital board and forbidden to 
weigh babies on scales belonging to the local authority. The 
official centres have survived and even shown signs of flourish- 


250 


Private Enter prise, Public Responsibility 


ing in places, despite the bad planning and ill feeling, but as the 
nucleus of a new type of general practice, they have been dismal 
failures (though Ministry encouragement, and the new climate 
in general practice, is now likely to produce better results). 

Slightly more promising have been the centres backed by 
private foundations (in particular, Nuffield) and universities. 
Harlow New Town concentrates all its general practice in 
centres, developed in association with the Essex M.O.H. and Dr 
Stephen Taylor (now Lord Taylor); the Ministry of Health 
rejected the scheme on financial grounds, and the Nuffield Pro- 
vincial Hospitals Trust put up the money. The doctors are split 
into partnerships, as they would be if their surgeries were in 
their own houses instead of at the centres, and the way they 
work seems no better and no worse than it would be anywhere 
else; they have the standard complaints about patients, and 
several of them have emigrated. Edinburgh has a ‘Family Doctor 
Diagnostic Centre,’ associated with the university, financed with 
State and Nuffield money, available for GPs who want to use its 
elaborate facilities; some do, many don’t. 

One of the most written-about experiments is Darbishire 
House, in Manchester, which embodies high-powered thinking 
about social medicine but is said by one influential group of 
social-medicine men to have been a failure so far. Opened in 
1954, with money from Nuffield and the Rockefeller Foundation 
(and fiercely opposed by local GPs at the time), it is financed 
mainly by the university, which uses it to teach general practice 
to students. Much of the thinking behind it was that of Dr R. F. 
L. Logan, Reader in Social Medicine at Manchester University, 
and one of the most passionate and prolific advocates of his 
specialty in the country. Four GPs work there, providing a com- 
prehensive and above-average family-doctor service for people 
in the area. The centre offers a variety of preventive medicine, 
from testing for deafness in babies to looking for cervical cancer 
in women. But in practice, Darbishire House has not been 
sufficiently high-powered to work on the scale that was hoped 
for. It is as though some fundamental shake-up is required 
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before social medicine can do more than tinker with the 
situation. 

Another privately organized centre in a northern town, where 
a group of doctors work together while retaining the old struc- 
ture of individual partnerships, was described to me, before I 
went there, as highly promising, because of the enthusiasm and 
vigour of its doctors. Some were members of the Medical Practi- 
tioners’ Union, which is committed to the health-centre idea. 
But they didn’t agree on the principles of the place, any more 
than they agreed on whether patients should be allowed to jump 
the hospital queue by seeing consultants privately, or whether 
the answer to hospital waiting-lists was more consultants or 
efficient appointments systems. 

One of them said: ‘I’m accused by many people of being an 
idealist — I don’t know if that’s a compliment or an insult. I get 
the satisfaction of being able to provide a service in premises 
that were designed for it. There’s a greater degree of freedom. 
You talk over problems with the group. You can develop 
specialized interests, and you can do it, as far as running costs 
are concerned, at a rate that’s only slightly higher than having 
your own surgery.’ But a colleague said it was rubbish to sup- 
pose that the answer to the general malaise of family doctoring 
was group practice. “The only thing you can say for group 
practice is that it’s nicer to work in pleasant circumstances. You 
may say it means more time off. Does that mean time for hobbies 
at the expense of another doctor?’ 

The fine concepts look different in practice. Money is short, 
good ideas go sour, jealousies intervene, the doctors’ organiza- 
tions tread carefully, like men on broken glass. Screening for 
cervical cancer has emerged as an issue, and is becoming a 
practical proposition on a national scale as ancillary workers are 
trained and the money found by the Government to finance the 
tests. If GPs are to help with the screening, for this and other 
conditions, they can hardly be expected to do it for nothing, as 
part of their obligation to the patients on their lists. The present 
system of family doctoring assumes that people consult their 
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GPs when they are ill; social medicine involves consultation 
when they are well. 

Even the matter of contraceptive advice and treatment has yet 
to be properly settled. Some GPs provide it as a special service, 
and where appliances (protectives or diaphragms) are needed by 
patients on ‘non-medical’ grounds, GPs may sell the goods, 
which they can buy from the manufacturers at a discount of 
twenty or thirty per cent (the ethical committee of the B.M.A. 
Says it strongly disapproves). Where a doctor considers that 
there are medical reasons for stopping conception, he can pre- 
scribe diaphragms, but not protectives, free. 

What constitutes medical grounds for contraception is argu- 
able. Oral contraceptives have complicated the matter, since un- 
like the appliances, these cannot be bought by the public direct 
from a chemist. Again, the distinction is made between ‘medical’ 
and ‘non-medical’ grounds. ‘If’, says the Ministry of Health, ‘[the 
doctor] is satisfied that the patient’s health would be endangered 
by pregnancy and that oral contraceptives should be used to 
prevent this, he may issue a prescription under the National 
Health Service.’ When this happens, the woman takes the pre- 
scription to a chemist and gets the pills free. (“Some quite 
healthy women’, said one country GP, ‘have argued and argued 
until they get the things for nothing.’) If there are no medical 
grounds, the GP must issue a private prescription, and the 
woman must pay for the pills at the chemist — say, 7s. 6d. for a 
month’s supply. For a long time, it made no difference whether 
the prescription was given on ‘social’ grounds (which the Health 
Service doesn’t recognize) or on ‘medical’ grounds (which it 
does): either way, the doctor was not allowed to charge for it 
unless the woman was a completely private patient. This ruling 
by the Ministry of Health annoyed some GPs, who saw no 
reason why they should have the bother of prescribing pills 
(and keeping an eye on the patient for possible side-effects), 
when all the woman wanted was a contraceptive. So in 1966 
the Ministry said that a GP could make ‘a small charge’ for 
prescribing the pill for a Health Service patient, even though 
the grounds were ‘social’ and not ‘medical’. 
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Perhaps the oddest thing about social medicine in Britain is 
the absence of a central group or society. Less finite than a 
specialty like plastic surgery or hearts, and with uncomfortably 
radical implications, it usually seems to be championed by out- 
siders. “The Personal Health Services’, a paper published in 
1963 by the Office of Health Economics,* says that ‘the 
National Health Service has done little to develop personal pre- 
ventive medicine. The failure is surprising, particularly as pre- 
vention was the dominant idea of those who originally formulated 
the National Health Service. The paradox may be explained 
by the coincidence that the appreciation of the possibilities 
of personal preventive medicine reached its height at the 
same time that the greatest therapeutic advances in medicine 
occurred. When the scene was set for the expansion of preven- 
tive medicine, it became possible to cure many diseases once 
they developed. The ability of the medical profession to cure a 
disease like tuberculosis by chemotherapy appeared to rob pro- 
grammes of prevention of their urgency.’ The paper tactfully 
avoids pointing out that preventive medicine is the most difficult 
to practise, and that the drug revolution has given GPs a con- 
venient excuse for dodging the issue. 

The one journal that treats ‘consumer medicine’ at length is 
Medical Care, a British magazine that is probably better known 
in other countries. Its editor and the man who started it is Dr 
Abraham Marcus, who is also medical correspondent of the 
Observer, and its editorial board is the nearest thing to a hard 
core of social-medicine men. Logan is on it; so are Professor 
G. M. Carstairs, of the Department of Psychological Medicine 
at Edinburgh, whose B.B.C. Reith Lectures in 1962 said too 
much about charity and too little about chastity for some 
people; Professor Richard Scott, of Edinburgh, whose empire 


* The Office of Health Economics was set up by the British drug industry 
in 1962, in order to produce studies of medicine-in-action. It has published 
some readable and well-informed papers (it’s said jokingly that the Ministry 
of Health relies on them for concise statistics), and a number of them touch 
on social medicine. All the papers are anonymous. 


254 


Private Enter prise, Public Responsibility 


includes the diagnostic centre there; Dr John Fry, a GP whose 
views are unusually radical; Sir Robert Platt, former Profes- 
sor of Medicine at Manchester, and Professor Richard Titmuss, 
who is Professor of Social Administration at London University. 
The board includes members from a number of other countries. 
Two thirds of the twenty-three British members are from the 
provinces — Manchester and Edinburgh have four each — and 
the journal has a gritty, critical, non-establishment air. Its articles 
point to defects in doctors and their methods instead of end- 
lessly blaming politicians and patients. Editorials press the case 
for social medicine and make what amount, in the closeted 
climate of medical journalism, to rude remarks about the pro- 
fession. 

‘Neither of the political parties’, said an article in 1964, ‘seems 
to be aware of the new situation developing round the Health 
Service. The medical profession reacts sluggishly, if at all, to the 
challenges. The public, hitherto the silent partner in the Health 
Service, may be more receptive than government or profession. 
Would it, after all, be a bad thing if the age of consumer medi- 
cine were upon us?’ 

The price of publishing views like this is to be largely ignored. 
The circulation of Medical Care is tiny — barely 2,000 — and the 
majority of doctors have never heard of it. ‘Social medicine’ 
sounds like a revolution in the mouths of its advocates, but to 
thousands of doctors, in royal colleges and suburban practices, 
it’s just another fashionable phrase. | 


Most of the medicine practised in Britain is inside the Health 
Service, which in turn is run by the Ministry of Health. Social 
medicine is an old talking-point there, and so are all the other 
reforming ideas. But the Ministry lies low. The profession is 
easily alienated, and ‘interference’ is a powerful rallying-cry, 
guaranteed to unite doctors. 

The Ministry’s functions are defined in Health Services in 
Britain, published by the Stationery Office: 
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The Minister of Health has direct responsibility for the provision 
on a national basis of all hospital and specialist services, the conduct 
of research work into matters relating to the prevention, diagnosis 
and treatment of illness, a Public Health Laboratory Service, and a 
Blood Transfusion Service. He has indirect responsibility for the 
family practitioner services and local health authority services. The 
Minister discharges his responsibilities under the Act through execu- 
tive councils, regional hospital boards, boards of governors of teach- 
ing hospitals, and local health authorities. 


To advise him, the Minister of Health appoints a Central 
‘Health Services Council, which is surrounded by expert com- 
mittees. The forty-odd members (most of whom reappear on the 
committees) include a cross-section of top doctors; there are the 
presidents of the three royal colleges and the General Medical 
Council, the chairmen of council of the B.M.A. and of the 
Society of Medical Officers of Health, and authorities in medi- 
cine, dentistry, nursing, pharmacy, hospital management and 
local government. This bank of advisers reviews the health ser- 
vices and gives opinions on practically everything, producing 
reports that are extensive but often colourless. The 1963 report 
on Communication Between Doctors, Nurses and Patients, men- 
tioned in Chapter 9, was one of its paler productions. Another 
was The Field of Work of the Family Doctor, the Gillie Report, 
which had a comprehensive air but was widely criticized for its 
lack of boldness. The Council sounds imposing but has little or 
no real power. The other official source of advice for the 
Minister is a panel of thirty-nine consultant advisers, who 
receive a modest fee and much professional kudos for being on 
tap. A number of them are also members of the Health Council 
or one of the committees, and they can be telephoned, asked to 
attend meetings or otherwise consulted. 

Inside the Ministry itself — a glassy tower near the Elephant 
and Castle, in South London, with a reception area full of 
posters about nursing and babies, like a futuristic health clinic — 
are sixty or seventy doctors, headed by a chief medical officer, 
Sir George Godber, and a complement of lay civil servants. 
Another fifty or so Ministry doctors are employed in the 
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regional medical service, and form a link between administrators 
and GPs. One of their duties is to watch the prescribing of 
National Health drugs. When a doctor is thought to be costing 
the State too much, the regional medical officer will go and 
‘discuss’ it with him. It would, said an R.M.O., be impertinent to 
criticize the GP; the usual form would be to say something like: 
‘Have you realized what this is costing? Could you, without 
detriment to your patient, prescribe something a little less 
expensive?’ The iron hand is practically invisible under layers 
of glove. 

Another function is to help settle National Insurance dis- 
putes, where a patient who has been ill wants to go on claiming 
benefit from the State, and there is doubt as to whether he is fit 
to work. This raises fresh embarrassments, since the GP may 
insist on his right to issue a certificate of incapacity — he may be 
afraid of losing the patient and his family if he doesn’t — and the 
R.M.O. may decide that the man is malingering. In this case a 
referee, often a retired GP, will arbitrate. Situations like this, and 
the generally equivocal position of R.M.O.s — professional 
colleagues to GPs, but in State employ — have given them the 
unwelcome reputation of snoopers. 

The head of the Ministry, the permanent secretary, is a lay- 
man, and in theory its doctors are there to advise, not act. The 
salary scale reflects this: the permanent secretary draws £8,600, 
the chief medical officer £7,700. The parallel system is said to 
work well enough. In case of dispute at the top, the chief medi- 
cal officer can go direct to the Minister. ‘If the medical people 
advise on purely medical matters,’ said a Ministry doctor, ‘then 
they’re invulnerable. If the administrator casts their advice 
aside, he does it at his peril.’ Another Ministry doctor said that 
‘in actual fact the family works very happily, and due regard is 
given to medical advice.’ But whatever this advice may be, it is 
carefully weighed so as not to give offence to doctors outside, 
and make them think that the bureaucrats are after them. 

Circulars and memoranda are among the main instruments, 
little pink and white documents going out to hospital boards and 
management committees — ‘asking’ and ‘drawing attention’, 
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never ordering. If the Ministry thinks a type of syringe is un- 
satisfactory, it will do no more than draw the profession’s atten- 
tion to it. Consultants are approached gingerly, via the hospital 
boards or (at teaching hospitals) the boards of governors. Among 
the Ministry’s sections — Environmental Health, Hospital Ser- 
vices, General Practitioner and Regional Medical Services — 
there isn’t one that deals specifically with consultants. This is a 
legacy from 1948, when the consultants were given more conces- 
sions than the Health Service planners would have liked, in 
order to split them off from the rest of the profession and ease 
them into the scheme. 

But even the GPs are handled with care. The Ministry’s ap- 
proach is careful and friendly; behind the fire and flames of the 
1965 dispute, and all the other disputes of the past twenty years, 
Ministry and B.M.A. went on cooperating peacefully, with 
much meeting and lunching between officials from the two sides. 
The Government and the doctors are locked up with one 
another in a way that happens with no other profession — but it 
has always been understood that clinical matters are kept out of 
the disputes. Since doctors are assumed to practise the best 
possible kind of medicine, this has seemed perfectly reasonable. 
Doctors know what is best for their patients; aren’t their lives 
spent in utilizing the best drugs, developing the best surgery, 
following the best methods as medicine advances? All that 
governments need to do is find the money to speed the work. All 
that the Ministry needs to do is to manage the administrative 
side. The dilemma that now faces the Government, doctors and 
ultimately patients is the simple but explosive one brought about 
by disagreement over what really constitutes the best kind of 
medicine. 

Doctors will talk about their own work and admit that it is not 
all it could be, but the blame is usually laid on the system: the 
GP needs more money, the surgeon needs a more modern 
theatre. The solutions are someone else’s. Doctors work in a 
private world, where it is difficult to measure their skill and 
effectiveness; often they seem not to be sure of their own 
standards. ‘A man has a pain. He needs a barium meal and an 
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X-ray,’ said a consultant radiologist. “You might think one 
barium meal is the same as the next, but it’s not. With a blood- 
test, any lab will give you the same result, plus or minus five per 
cent, but a barium meal’s subjective. I do hundreds a year. I go 
to the — hospital sometimes. The GP thinks he’s getting a good 
result but he isn’t. I know their machine isn’t as it should be. 
People say, “No ulcer”, but on that machine it’s not possible to 
say. There are plenty of times I come out of the X-ray theatre 
and I know I’ve not done a good barium meal. And of course, 
some people are trained to look a damned sight harder than 
others.’ A physician who was with him agreed. 

Why, then, didn’t the physician do something about it, since 
he knew that people were getting poor quality X-rays? ‘I 
couldn’t tell them to go somewhere else,” he said, ‘or my work’s 
finished. My success at practising my profession has taken a long 
time. The amount of money which has been spent is far too 
much, as an investment thing, for me to say, “His X-rays are no 
good. Send him somewhere else.” I’d be cutting my own throat. 
In practice there’s nothing you can do about it.’ 

Medicine is an individual business, and this has always been a 
useful defence. Doctors are used to working on their own, or at 
most in small units; only in recent years has the idea crept in 
that someone, somehow, should be taking an overall view, 
measuring the effectiveness of what goes on, and comparing 
results. Obstetrics has the best, if not the only, record. Because 
they are dealing with a normal event, obstetricians are 
encouraged to look closely at the results and to accumulate 
statistics. Self-criticism is a tradition in the maternity services 
and no other specialty has anything like the three-yearly Report 
on Confidential Enquiries into Maternal Deaths, published by 
the Ministry, where what Sir George Godber calls a ‘process of 
strict self-examination’ is used to investigate the few hundred 
deaths among women caused annually by pregnancy and child- 
birth. “The inquiry is good for our souls,’ said an obstetrician. 
The 1958-60 series showed that in the three years, 270 deaths 
might have been avoided. Of the mistakes that were made 
(sometimes more than one was involved in a death), the report 
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said that patients or relatives were to blame for ninety-one, con- 
sultants and their medical staff for eighty-five, GPs for 136 and 
midwives for nineteen. 

The reports are detailed and include disguised case-histories3 
the information is collected by medical officers of health and 
passed on to regional assessors, who are usually professors of 
obstetrics. ‘He may chat to the people concerned,’ said a 
Ministry doctor, ‘but we don’t usually know their names when 
the information is sent here. We specifically say, don’t tell us the 
names.’ In its raw form, before it is prepared for publication, the 
information is confidential to the medical staff at the Ministry: 
the lay administrators don’t see it. The Ministry doctor added 
(inevitably) that ‘we wouldn’t interfere clinically, since this is 
very much the concern of the individual doctor. We may issue 
advice — not from us but from an advisory committee.’ 

Why babies die, especially in the first days of life, is now being 
studied on a large scale. A Medical Research Council unit at 
Aberdeen was the first to produce evidence about the effect of 
the mother’s physique and her social background on the death of 
babies, and this was followed in 1963 by the elaborate report on 
Perinatal Mortality (stillbirths and deaths in the first week) 
made by the privately financed National Birthday Trust Fund 
from information collected in one week of 1958. Some of its 
findings were critical of GPs, and it focused attention on what a 
professor of obstetrics writing in the Practitioner called ‘the 
faulty selection of cases for domiciliary confinement and the 
poor standards of antenatal care adopted by some practitioners’. 
The important thing about detailed evidence like this is that it 
helps to squash the anecdotal approach. Further studies are in 
progress, by the Birthday Trust and others, and some of the 
discrepancies between different parts of the country are likely to 
be better understood. Perinatal mortality is a yardstick to 
measure health standards, but at present it is accepted as a 
preordained state of affairs, that manufacturing towns are worst 
and residential towns are best. Burnley’s perinatal mortality is 
forty-three per 1,000, Brighton’s is twenty-two. The best county 
council figures include Devonshire (twenty-four) and Berkshire 
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(twenty-five); the worst are in one corner of Wales, where Mon- 
mouthshire’s figure is thirty-nine and Glamorgan’s thirty-seven. 

The perinatal results have been attacked by interested parties 
— usually GPs, though a layman at the Ministry of Health talked 
sharply (this was 1964) about ‘misleading propaganda by people 
who want to go faster than one can go’, and added that the real 
trouble was ‘some feckless mothers who don’t seek advice early 
enough. One can get the figures down, provided mothers do 
what they ought to do.’ It was ‘human failure’ that was to blame, 
he said, not lack of official action. 

Beyond childbirth and paediatrics, the measurement of results 
is still a new and largely unwelcome idea. Obstetricians are 
inclined to say that surgeons (with whom they have a mildly 
bitchy relationship) should examine their results more critically. 
“They'd be surprised if they had the results of emergency sur- 
gery, said a professor of obstetrics. “They deal with more 
variables than we do, but they could break them down.... I 
honestly think there would be a pay-off.’ The professor added 
that he didn’t discuss such things with surgeons. The average 
doctor’s pride cries out against attempts to anatomize his work. 
A provincial surgeon, who is in favour of analysing results and 
raising standards, said that ‘it’s no good looking at doctors and 
calling them a poor lot. They’re not. They are a highly select 
group of people. So why do they behave irrationally? When I 
ask a surgeon why he adopts a certain technique, he tells me it’s 
because Lord Moynihan did it. But that’s no reason for doing it. 
Moynihan’s students used to hide his failures from him. He was 
a big man with a big temper. It didn’t do to show him his 
failures. I think surgeons behave as they do because of their 
traditionalism.’ 

Sometimes Harley Street gets the blame; sometimes it’s the 
inertia of old men. A research doctor said it had been known 
since before the Second World War that disease of the parathy- 
roid gland could cause kidney-stones, and that mere removal of 
stones caused in this way did nothing to eradicate their cause. 
The over-active gland itself had to be removed. But until the 
mid-1950s ‘the whole investigation of renal calculi was oriented 
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to one thing — does this stone require surgical removal? If 
it didn’t, the patient was probably advised to drink rather more. 
If it did, that was that.’ Another doctor blamed both the Health 
Service, which was slow to provide money for anything until 
there was a crisis, and the profession itself, where ‘some sur- 
geons have been content to jog along and do their party pieces — 
one might almost call it antagonism within different parts of the 
profession.’ 

Even now, he said, ‘taking the country as a whole, it’s true to 
say that the majority of patients don’t have the necessary 
biochemical investigations initially. Sometimes it’s only when 
they’ve had three or four stones removed that people begin to 
say: “Let’s investigate.” ’ It is no one’s job to try to stop this 
happening. 

Loyalty, interpreted as loyalty to colleagues and not patients, 
is a further obstacle, providing a large and respectable reason for 
keeping things dark. An ‘Australian eye surgeon, Dr D. O. 
Crompton, who has successfully campaigned in South Australia 
to ensure that eyedrops are made from a sterile solution — he 
calls it ‘my eyedrop war’ — has had a running fight for years with 
Australian doctors who wish he’d keep quiet. Crompton not only 
says that ‘one of the chief difficulties in getting medical advances 
is the secrecy of the profession’, but has been prepared to go so 
far as to tell a patient of his that an eye infection that eventually 
blinded him was caused by infected drops, supplied at the hos- 
pital while he was under Crompton’s care. Such behaviour puts 
the few doctors like Crompton wildly out of step with the rest of 
the profession. 

Some countries are better than others at measuring results in 
medicine. In the United States, what constitutes ‘good practice’ 
has had to be precisely defined, since the medical-insurance 
companies are so heavily involved in the economics of treatment 
that they seek exacting standards for efficiency. Among the few 
studies in Britain is the series begun in 1957 by the Social 
Medicine Research Unit of the Medical Research Council, 
attached to the London Hospital, run by Professor J. N. Morris, 
another of the leading social-medicine men. This has shown that 
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in a number of common medical and surgical conditions, more 
patients die in non-teaching hospitals — an unsensational con- 
clusion to the layman, who cynically assumes, as a matter of 
course, that he stands a better chance at Guy’s Hospital than the 
Bogglewitch Infirmary, but one that isn’t officially recognized 
and acted on. 

Information, properly processed, is the key to these exercises. 
At Oxford, a statistical project with large possibilities for the 
Health Service has been under way since 1962, working in a 
corner but slowly being recognized. This is the Oxford Record 
Linkage Study, which uses punch-cards and a computer to link 
and break down information about every birth, hospital dis- 
charge and death in and around Oxford, an area with a popula- 
tion of 325,000. The idea was mooted in a letter from three 
doctors to the B.M.f. in 1961, which suggested using computers 
to exploit the potential supply of national statistics within the 
Health Service. ‘Analysis ... would show important clinical 
associations between one disease and another. It would provide 
excellent morbidity statistics and create a science of prognosis. 
The study of human genetics would be transformed. . . .’ 

The letter went on to press home some of the social-medicine 
arguments. “There would be a base from which field studies of 
the epidemiology of the important diseases of the day would 
spring. We regard this last point as a cardinal one, because the 
chronic non-infective diseases have become the great medical 
problems of today and of the future, and one of the great 
difficulties with these diseases is the possibility that an environ- 
mental cause may be remote in time and space from the clini- 
cally recognizable disease. Within a very few years of the intro- 
duction of a system such as we have proposed, valuable 
information would have accrued about childhood diseases — for 
example, acute leukaemia. With each year that passed, the 
potentialities would increase.’ 

The Ministry of Health didn’t react at all; the Registrar- 
General’s office was positively opposed to the idea; but the 
Nuffield Foundation came to the rescue, and the scheme went 
ahead under Dr E. D. Acheson, a young doctor who became 
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interested in medical statistics while spending a year in the 
United States, and who was one of the three who signed the 
B.M.f. letter. How a bank of information can be used has been 
demonstrated on a large scale by the Birthday Fund’s perinatal 
survey. The Oxford scheme will permit ad hoc studies on a wide 
range of subjects. Illness can be related to jobs, homes and living 
conditions over many years, and methods of treatment by 
different doctors compared — an unheard-of thing. Associations 
between diseases can be studied. Run on a national scale, with a 
central library of records stored on magnetic tape, it would be a 
costly project; but some intensive lobbying has-been going on, 
the Ministry of Health is now helping to support the project, 
and the idea is likely to spread to other areas. 

The Ministry is moving cautiously into new positions, and the 
thin ice can be heard crackling. The spirit is bolder than it was 
five years ago. You hear people talking about ‘professional- 
activity studies’ on the American pattern. Articles and speeches 
by Ministry doctors scatter what they hope are fertilizing 
thoughts — for instance, a Lancet contribution (1964) by Dr M. 
A. Heasman, medical statistician to the Ministry, drawing atten- 
tion to the wide differences, between different parts of the 
country, in the time patients spend in hospital after tonsil and 
hernia operations. 

Sir George Godber, a large and monocled man, who had been 
at the Ministry for some years before he became chief medical 
officer in 1960, is the driving force. When he remarks, in a 
speech, on the Health Service’s achievement in providing 
specialist teams in every hospital centre, he is careful to add that 
‘it introduced, very rapidly, various forms of medical care ... 
without any real provision for coordinating their work’. Later in 
the same speech (made to the Association of Hospital Manage- 
ment Committees in 1964) Godber talked about the need to ‘help 
our doctors to take a closer look at their results than they cus- 
tomarily can do now for lack of suitable statistical and other 
material’, and not to ‘simply assume that those results are up to 
the standard they want to achieve’. 

The language was diplomatic, the implications considerable. 
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In a reference to the Oxford Record Linkage, Godber said that 
already the system had ‘uncovered quite remarkable diversities 
of clinical practice between consultants in the same hospital, and 
even between the practice of the~individual consultant in 
different hospitals. There is no doubt that one of the aspects of 
management of specially medical concern is this review of re- 
sults both to improve clinical performance and to make more 
effective use of resources. It is not a virtue always to do things in 
the same way, but variations should have real reasons’. 

A further development in this direction was the setting up in 
1966 of a working party ‘to consider what developments in the 
hospital service are desirable in order to promote improved 
efficiency in the organization of medical work’. The Minister of 
Health and the Joint Consultants Committee were responsible 
for it, though there is little doubt that it was the Minister who 
was setting the pace. The consultants’ nominees to the com- 
mittee, distinguished and highly orthodox, found themselves 
paired with Ministry-nominated men, including Sir George 
Godber, who might be expected to have more radical views. The 
committee sounded innocuous enough, but here again, the 
matters it had to discuss went to the root of medical practice. 

However much doctors (or patients) protest, medicine is be- 
coming more scientific and centralized. The natural course of 
hospital medicine is towards highly specialized units. The 
natural course of general practice is towards groups of doctors, 
working together and sharing facilities, practising prevention at 
least as much as cure; GPs will get more support from the State, 
which they desperately need, and in exchange will be expected 
. to give a more thorough service to patients. Social medicine may 
be woolly in places, but in one form or another it can hardly 
fail to become part of the system, though it will demand far 
more doctors than are available at present. Anecdotes are out; 
statistics are in; someone must coordinate and plan, and the 
Ministry of Health looks like coming into its own at last. 

It has taken nearly twenty years for the Health Service to 
reach a point where it is coming to be seen, not merely as a 
system for making the old brand of medicine available to all, but 
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as a means of improving the quality of medicine in the first 
place. Even ‘Harley Street’ has a defensive sound, and a con- 
sultant at a teaching hospital can go on record as saying that 
private practice is one of the impediments to improving the 
Health Service. ‘If M.P.s and peers — and their children — had to 
attend ordinary GPs’ surgeries,’ said Dr R. C. MacKeith, a Guy’s 
paediatrician, in a speech at Goldsmiths College, ‘they might 
move heaven and earth to get improvements made.’ Private 
practice will continue to flourish, but it may not have long to run 
as the backbone of specialist medicine. There are plenty of 
royal-collegers, steeped in the part-time, private-world brand of 
doctoring, who say that the traditional bottles can cope with the 
medicine of tomorrow. But their own successors are likely to 
prove them wrong. 
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